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Bt WILLIAM 



TfflB little volume baa been prepared under my im- 
mediate fiuperviaioa and is to a great extent the result of 
accarate note-taking for a numlier of years of my lec- 
tarea on Obstetrics, delivered before ttie students of the 
Medioo-Chlrurgical College. 

In tbe preparation of the Synopsia ell of the leading 
works on the subject bave been consulted — tbose of 
Hay/air, Parvin, Lusk, Qalabin, and Cazeaux and 
Tamier having been given the preference. 

In addition to the latest teachings of these Authors, 
which have been given with the amount of detail pos- 
sible and consistent with the aim and scope of the work 
and as far as they correspond with the teachings given 
my own classes from year to year, the field of recent 
journalism has been searched and some valuable sugges- 
tions and opinions thus obtained. 

The Obstetrical Nomenclature suggested by Profes- 
sor Simpson of Edinburg and adopted by the Section of 
Obstetrics of the Ninth International Medical Congress 
(ill) 



INTEODUCTORT NOTE. 

held in Washington, D. C, Septeralwr, ISST, has not 
been strictly observed ; but for the benefit of those who 
may not be familiar with it the Nomenclature, as adopted, 
baa been inserted in the form of an Appendix. 

The work is specially deaignecl to assist the under- 
graduate in acquiring a thorough knowledge of this de- 
partment, being so systematicaUy arranged that at a 
glance be may readily iut'orm himself on any point per- 
taining to the study. However, not being cixhauBtive, it 
ia intended only as a stepping-stoue to the many excel- 
lent but voluminous text-books, for the perusal of which 
foithful attendance on the various lectures and practical 
courses of moat colleges unfortunately leaves the student 
little or no time. 

With its help in addition to the lectures it is believed 
any one can become familiar not only with the prin- 
ciples of Obstetrics, but with many of the practical points 
pertaining thereto. 

It is neither intended nor possible for this small 
work to take the place of the various text-books during 
the college career; but it is moat earnestly hoped that 
it may for the student economize time, give a compre- 
hensive view of the subject, and incite a desire for the 
knowledge of the details. 

1801 Arch Street, PhUada. 
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PART I. 

ANATOMY. 



CHAPTER I. 
ABDOMEN. 

Ip two parallel lines are drawn around the body, tha 
one paBsing over tlie cartilftges of the ninth ribs and 
the other on a level with the highest points of the 
ilea, the abdomen is divided into tUreti zones. By draw- 




ing iVom the cartilages of the eighth ribs to the 
middle of Poupart's ligaments two |»arallel intersecting 
lines, nine regions are outlined as follows : — 

Right hypochondriac; Epigastric; Left hypochon- 
driac; Right lumbar ; Umbilical; Left Inmlmr; Right 
iliac; SxipTa.-pnhic (Hypoi/astric); Left iliac. 
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BREASTS. 
Two compound racenio8e(iHW(is/ers) glands, situated 
on either side of the sternum, over the pectorales majora 
muscles, and extending from the tliird to the sixth or 
seventh rihs. In the male, and 
in the rcmalc prior to putierty, 
they are rndimontar}', but com- 
plete development is not at- 
tained until the period of lacta- 
tion following pregnancy. 

Each gland is composed of 
fifteen to twenty lohes; the 
,' lobes are subdivided into lo- 
bules, and these in turn are 
made up of a number of acini 
or ctds-de-sac. From encli of 
the latter a small canaliculus 
starts ; by the union of these 
the canals of the lobules are 
formed ; the latter aimstomos- 
Fia.it-Mamman/g.i'^a. '""S t" fo"° ^lic galftctophoT- 
OU8 (or lacli/eroun) ducts, the 
canals of the lobes, which terminate at the nipple in 
small openings. 

As thej- approach the nipple the lactiferous ducts 
become widely dilated and form reservoirs in which the 
milk is stored ; in the nipple they again contract. 

The glands are covered with layers of connective 
and adipose tissue; the skin over thetn is supplied with 
sudoriparous and sebaceous glands and hair follicles. 
TIh' nipjile is situated at the summit of each breast, 




and varies greaily in size in (iifrerent women, Ijeing some- 
times depressed below the surface; at tlje bases of tlie 
papillie which are found upon it the oriflcea of the lacti- 
ferous ducts open. 

The areola immediately surrownds the nipple, and is 
one to two inches in diameter; it is generally more con- 
spicuous in brunettes. In addition to the sebaceous 
glands, which the skin of the areola contains, a number 
of small projections (twelve to twenty) — the glands or 
tubercles of Montgomery — are to be found upon its 
surface. These projections, which are thought by some 
to be rudimentary nipples, are generally clasHiiied as 
sebaceous glands; and although they are at all times 
visible in the majority of cases, pregnancy renders them, 
as well as the arcolie, more conspicuous. 



I CHAPTER III. 

I PELVIS. 

r I. BONES.— The bones of the pelvis (basin) arc as 
followsi Ossa innominata (two), Baerum, and coccyx. 

(a) Each Os Innominatum consists of three parts, 
called ilium, ischium, and pubes; these unite in the 
acetabulum, union not being complete until after the 
eighteenth or twentieth year. 

(h) The Ssorum ia pyramidal in shape, and origi- 
nally consists of live parts, — the anterior and posterior 
aacral foramina indicating the lines of separation. 

(c) The Coccyx is a triangular bone, formed of 
three, four, or live rudimentjiry vertebrre. 

2. ARTICULATIONS.— The joints of the pelvis 
Hie: Sacro-lumbar, aacro-iliac (two), sacro-coccygeal, 
I pobic. 



The form of articulation ia generally described as 

Bymp/iysig or amphiarChrosis, — but more recent inves- 

tigiktions sho'w that in many casea (the aacro-lumbar 

joint excepted) they are true arlkrodia, the opposing 

r surface? being covered with cartilage, and lined witii 

I synovial membranea, thus permitting a sliding motion. 

During pregnancy the ligaments become aoftened 
and the synovial fluid is increased, cansing a wider 
separation of the bones and a greater mobility. 

3. CAVITY. — The ileo-pectineal line divides the 
cavity into an upper or false pelvis and a lower or 




true pelvis; the former inclndea all that ia above the 
brim, and is chiefly for the attachment of muscles, while 
the latter contains the organs of generation, and is 
therefore of more importance to the obstetrician. 

{a) Measurements. The measurements of the pelvis 
are those of the false pelvifi, called external nieasure- 
mentft, and those of the true pelvis, called internal 
measurements. 



The exterttal meaeurementa are as foUowa (Play- 
fairj:— 

1. Between the anterior superior iliac spines, 10 
inclies. 

2. Between the middle points of the iliao crests, 10^ 
inches. 

3. Between the spinous process of the last lumbar 
vertebra and the symphysis pubis (external conjugate), 
1 inches. 




.—The ptlYic cavily (pEana uml nU).—ai, Plane of Ihe s 

1, If prolonged i m», a hort'ionlal line: /f, mil of brim ; /■*. a 
'ulou* polAti taken on Lhe ucrum to uow Ihe pluje of the c 



The internal measurements or diameters of the true 
pelvis are as follows (Playfair) : — ■ 

Anters-poststlor. Obliqus. Tranirene. 

1. Brtm . . 4.25 iucbes. 4.8 Incbes. G.2 iiicbe8. 

3. Cavity . 4.7 " 5.3 " 4.T5 " 

8. OuUet . 6.0 " 4.3 " 

The transverse diameter being the largest at the brim, 
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the oblique in the cavity, and the nntero-posterior at tUe 
outlet. 

During life these diameters are diminished one- 
qimrter to half an inch by the aoft parts which cover 
and cushion the bones. 

(i) Planes. The planes of the pelvis are imaginary 
levels nt any portion of its circumference. The ineliiiii- 
tioii of tlie plane of the pelvic brim to the horizon is 
abuut 60°, while that of the outlet is about 11°. 

(c) Axis. The axis of the pelvis (curve of Cams} 
is an irregular iwrubolic line, indicating the direction 
which the foetus takes, during expulsion, and is repre- 
sented by tlie sum of tlie axes of an indefinite number 
of planes at difl'erent levels of the cavity. 

4. DIFFERENCES IN THE SEXES.— The bones of 
the fumalc pelvis are lighter in structure and the promi- 
nences for muscular attachment are less marked; the 
iliac bones are more spread out and the tuberosities of 
the ischia are further apart, giving greater breadth to 
the figure and causing the aide-to-side movement which 
females have in walking. The depth of the symphysis 
pubis is less, and the angle of the pubic arch, the edges 
of which are everteil, is greater, being 90° to 100", in- 
stead of 60° to T5°, which it is in the male. 

The sacrum is wider, has a more regular curve, and 
its promontory does not project so far. The obturator 
foramina are larger, and, according to some authorities, 
triangular, being oval in the male. The cavitj- is wider, 
but not so deep, while the inlet is elliptical instead of 
triangular or hear t-sh aped. 

The joints are not so firmly united, and the synovial 
sacs are larger and more distinct, being rarely absent, as 
they often arc in males. 



5. CONTENTS.— Tlie contents of the pelvis are as 
follows : Internal genital organs and their appendages, 
together with tlic rectum and bladder, all of which are 
invested by peritoneum; iliacus and paote muscies on 
either side of the upper or false pelvis, cushioning the 
bones and lessening the diameter of the inlet ; pyriformes 
and obtnratores interni, small portions of each being 
within tile cavity of the pelvis, and supposed by some 
to assist in the rotation of the fostal head; crui'al and 
obturator nerves (from the lumbar plexus), the sacral 
plexus, with its branch, the sacro-suiHtic, and the pelvic 
ganglia of the sympathetic system ; the following arte- 
ries, ovarian and middle sacral (from the aorta), hemor- 
rhoidal, external iliac, internal iliac and its branches 
the vesical, uterine, vaginal, obturator, internal pudic, 
and sciatic. These contents are connected by cellular 
tissue and the pelvic fasciii. 

6. FLOOR.— The outlet of the ijelvis is closed by a. 
muscular floor comimsed of two pairs of muscles, the 
levator ani and coccygeus on either side ; between them, 
at their juncture in the median line, are the openings for 
the urethra, vagina, and rectum. 

The levator ani arises anteriorly from the pubic 
ramus, posteriorly frora the ischial spine, and between 
these points from the pelvic fascia; its fibres pass down- 
ward and inward, and are inserted at the base of the 
bladder and tip of the coccyx, uniting with the muscle 
of the opposite aide in the median line where they are 
attached to the walla of the vagina and rectum. 

The cocci/gevu arises from the spine of the ischium, 
and is attached to the border of the coccyx and tho 
lower part of the side of the sacrum. 
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A line drawn across this region in front of the tuIxT- 
osities of the iBchia, divides tlie pelvic floor into two 
triangles, an anterior or urethral, and a posterior or 
rectal triangle. 

(a) Urethral trisngle. In the anterior or urethral 
triangle are the following structures : — 

(1) Erei'tores cliloridia {t'wo), arising from the inner 
side of each ischial tuberosity, and meeting in front of 
the pubio joint to form the body of the clitoris. 




(2) Bulbo^avernosi (two),muHCular slips which spring 
from the perineal body, pass around the vaginal oriflce 
and divide into three portions which terminate as fol- 
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lows : one to the under surface of the corpus cavemo- 
sum of clitoris, another to the posterior surface of bulb, 
the third blending with the mucous membrane of the 

vestibule. 

(3) Bulbi-vaginas (two) (corpora-cavernosa urethrm)^ 

small masses of erectile tissue on each side of the vagina 
and partly covered by its sphincter. They blend ante- 
riorly, forming the pars intermedia which unites the 
clitoris and its glans. 

(4) Vulvo-vaginal glands {iy^o) (^Zandso/ Bartholin), 
analogous to Cowper^s glands in the male, and lying at 
each side of the vaginal orifice just posterior to the 
bulb. Each gland is supplied with a duct which opens 
in front of the attached edge of the hymen, or at the 
base of one of the carunculoe myrtiformes. 

(6) Rectal triangle. In the posterior or rectal tri- 
angle is situated the sphincter ani muscle, beneath which 
lie portions of the levatores ani and coccygei. 

The transversus perinei muscles (two), arising from 
the ischial tuberosities on each side unite in the median 
line where they are inserted into the perineal body; 
they divide the pelvic floor into its two triangles and 
form the bases of each. 

The perineal body is a triangular mass of connective 
tissue lying between the lower portions of the vagina 
and rectum. Its use is as a support ; to it the following 
muscles are attached: sphincter ani, levator ani, trans- 
versus perinei, and bulbo-cavemosi. 
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b CHAPTER IV. 

EXTERNAL GENITAL ORGANS. 

The external genital orgiins (jiuderidum) consist of 
the following parts : jtlons veneris, vulva, and pen 




Pig. <L— Entema] geiUi 



I. MONS VENERIS An eminence at the base of the 

hypogastric region; it ia composed of integument which 
contains a large number of hair follicles and aebaceouB 
glands, connective and adipose tissue. The hair makes 
its appearance at puberty, its probable use being to pro- 



L. 
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tect tlie vulvft from irritation produced by profuse per- 
BpinUion. 

2. VULVA. — A general term, comprising all tlie 
parts between the tuons veneris and perineum, which 
are as follows : — 

(a) Labia majora (exlema). Two folds of skin es- 
tending from beneath the mons Tencris to the anterior 
part of the perineum; they form by their union in front 
the anterior comminsure, and by their union behind the 
posterior commissure which is generally described as 
the fourchette. They contain sebaceoua glands, and ex- 
ternally are covered with hair; tlie internal surfaces are 
smooth, and resemble nuieoua membrane. 

In the virgin the labia are Urm and in apposition, but 
after labor or repeated coitus, and in oid age, they become 
separated from relaxation. 

(/>) Labia minora (inlema) op nymphn. Two smaller 
folds commencing near the middle of each external lip, 
and converging near the clitoris where they bifurcate, the 
lower division forming the frajnum or suspensory liga- 
ment of the clitoris and the upper its prepuee. They 
are sometimes described as meeting posteriorly and 
forming the /ourchelle. 

Although partly covered with epithelium, and in 
appearance like a mucous surface, they are probably 
delicate skin (or mnco-cntftneous). Beneath the surface 
are a large number of sebaceous glands. 

In the virgin they are normally concealed; after 
labor, repeated coitus, or in old age they are exposed 
on account of separation of the labia rnajom, but con- 
tinued irritation will sometimes cause hypertrophy and 
protrusion. 
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(c) Clitoris. A smnll elongateil l>oily nnalogoiis to 
the penis of the male. It is situated beneath the ante- 
rior commissure, and consists of two crura, n body, and 
& glans. 

(d) Vestibule. A triangular mucous surface, tbe 
vaginal orifice forming its base and tbe nymphie its 
sides, while tlie clitoris occupies tlie apex. 

(e) Meatus urinarius. Tbe urethral orifice is situated 
near the base of the vestibule; the irregular elevations 
surrounding it, and the projections at its lower margin 
are guides for tbe introduction of the catheter. 

(/) Vaginal oriftce. In virgins a circular opening, 
in others a transverse fissure. 

i'j) Hymen, A thin fold of mucous membrane which 
in virgins and most uiUlipar^ partly or entirely closes 
the vaginal orifice. Its shape is usually creacentic, 
but may be annular, fiiiihriated, cribriform, or imper- 
forate. 

(h) Carunculas myrtifopmos. Fleshy tubercles, the 
remains of tbe ruptured hymen. It has been atlirmed 
by some timt they arc seldom, if ever, found except after 
labor. When inflamed they may be mistaken for syjihi- 
litic vegetations, 

(i) Fossa navicularis. A depression between the 
hymen and the fourchette ; as the inner surface of the 
fourchette is normally in contact with the hymen, the 
fossa is concealed, but can be exposed by depressing the 
fourchette. 

The glands of the vulva are of three varieties: sudori- 
parous, sebaceous, and muciparous glands or follicles. 

Sudoriparous glands are found in the external parts, 
chiefly in the labia majora. 





INTERNAIi OENITAL OHOANS. 



13 



^Hjiai 



Sebaceous glands are very mimeroiia in Itoth labia 
roajora and miuoni), and secrete an odurous fluid wLich 

^ tjecome offensive in untidy persons. 

Muciparous glands are about the vaginal orifice, the 
vulvo-vaginal (glands of Bai'tholin) being the largest of 
this variety. 

3. PERINEUM. — The apace between the posterior 

kOommisBure and the auus; beneath the integument is 
Xfae perineal body. 
1 The hlood-supply of the pudendum ia derived from 
the pudic and epigastric arteries. 

The nerves are branches of the external puclic and 
of the lumliar plexus. 



CHAPTER V. 
INTERNAL GENITAL ORGANS. 
The intcrn-il genital organs conaiat of the following 

irtS! Vagina, uterim, Fallojnan lubes, ovaries. 

VAGINA. — A curved canal lying in the axis of the 
pelvia and connecting the uterus with the external gene- 
rative tract. Its length varies greatly, and is from two 
and a half to four inches, the posterior wall being about 
half an inch longer than the anterior. The walls being 
in apposition make it a transverse slit, which, as it ap- 
proaches the uterus, becomes more capacioua and termi- 
nates in the anterior and posterior cuh-de-sac. 

In front of it arc the bladder and nrethra ; behind, 
the rectum and perineal body, all the paries being united 
by loose connective tissue. At its upper and posterior 
border it is separated from the rectum by the peritoneal 

puch called Douglas^ cul-de-sac. 
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The vagina conaietB of three tayera, an external i 
connective tisBue, a middle or muBcular, and an internal 
or mucous. 

The external layer, being connective tissue, supports 
the vagina by attaching it to the surrounding parts. 

The muscular layer is of the unstriped variety andl 
consists of longitudinal, oblique, and circular fibres,] 
which are inserted below in the ischio-pubic rami, beio^l 
continuous above with the middle muscular layer of tlifltl 




; O O', o» 
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uterus. The vaginal columns are thict^cned ridges in 
the lower portions of the anterior and posterior walls, 
those in the anterior wall being the more prominent. 

The mucoun layer is covered with cylindrical and 
pavement epithelium and numerous vascular papillte; it 
contains a few mucous glands, the secretion of which is 
acid. The mucous membrane, especially at the 



the lower ^^^J 
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part of the anterior wall, is thrown into transverse foids 
or elevatione called ru/jae; they are more distinct in the 
virgin, and increase the sensibility of the surface. 

The vaginal blood supply is derived from the vagina!, 
uterine, vealcal, and pudic arteries, branches of the in- 
ternal iliacB. 

The veing are valveleas and plexiform. 

The nervea are from the Lypogantric plexus. 

2. UTERUS. — The organ of gestation and parturi- 
tion ; it is pear-shaped, but flattened from before back- 
ward, and situated in the true pelvis with the fundus 
just below the brim. lu front is the bladder, and 




behind the rectum, eaeh of which, by its fullness or 
emptiness, affects the situation of the uterus. 

In the virgin BJj InchM. 

In the multipara 3 " 

At full term of gestation . , . . 12 to U " 

Welglil. 

Id the rtrglu 1 duucb. 

In the multipara 1% oudcw. 

At full term of gcatation , . . . 31 to 38 " 



OBSTETRIC STNOPSia 

Tlio size and weight of the uterus are slightly in- 
creased during each menstrual period. 

(a) Regions. The uterus consists of a fundus, 
body, and cervix or neck. 

The fundus is the portion above the insertions of 
the Fallopian tubes. 

The bod)/ is the portion between the Fallopian tubes 
and the constriction near the middle of the organ which 
corresponds with the internal oa. 

The ceniia: or nech is the remaining portion which 
is limited above by the internal os and below by the 
external os. The intra-vaginal portion of the cervix 
varies greatly in length and in shape, but the anterior 
lip Is usually more prominent than the posterior. 

(6) Cavity. The cavity of the uterus is small com- 
pared with the size of the organ, and consists of two 
compartments, an upper, within the body, and a toivffr, 
within the cervix. 

The cavity of the 601^,^ communicates at each side 
with the Fallopian tubes and below is continuous with 
the cavity of the cervix. In the virgin or nullipara it 
is triangular with its opposing convex surfaces in appo- 
sition ; in the multipara it is larger and moi-e ovoid. 

The caviCi/ of the cervix is fusiform, and larger in 
the nullipara than it ia after labor. 

(p) Structure. The uterus consists of three layers, 
an external serous or peritoneal, a middle or muscular, 
and an internal or mucous. 

The serous coat (layer) is reflected from the bladder 
and covers the upper three-fourths of the anterior sur- ' 
face, extending as far down as tbe internal os. On the 
posterior surface it descends as far as the insertion of 
the vagina,on which it extends for a short distance and 
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is then reflected upon the rectum, forming the floor of 
Douglas' cul-de-eac. In front nnd Iwhind it is very ad- 
herent to the uterine walls, but laterally the attachments 
ftre quite loose. Most of the uterine ligaments are folds 
if peritoneum. 

The muscular layer is of the unatriped variety, and 
consists of longitudinal, irregalar, and circular fibres. 

The external or longitudinal fibres are chiefly upon 
the posterior wall, at the upper part of which they run 
tranBVoraely, and are continuoua with the mUBCular 
tissues of the Fallopian tubes, broad, round, ovarian, and 
sacro-uterine ligaments. 

The middle fibres form the bulk of the muscular 
tissue of the uterus ; running upward, they decussate 
and unite with each other so that the superficial become 
the deep, and vice versd. They encircle the large veins 
and chect hemorrhage by their contractions. 

The internal or circular fibres consist of rings which 
begin around the openings of the Fallopian tubes ; the 

ilea become wider until they meet on the body of the 
extending as far as the internal os, where they 
Tra a sphincter. 

The muscular tissue of the cervix is formed of the 
external and internal fibres. 

The mucous layer is of two varieties, that of the body 
and that of the cervix. The mucous membrane of the 
body is a pale pink, and covered with cylindrical ciliated 
epithelium and glandular secretion of alkaline reaction. 

During menstruation it enlarges to two or three times 
le ordinary size, and loses its layer of epithelium. The 
itire surface is perforated by the ducts of the ulricutar 
;nds, which are very numerous. 
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The mwiTOMs membrane of the cerv 
more transparent, and is coyered with cylindrical and 
pavement epithelium. The glanda, which here also are 
very numerouB, are racemose, not tubular as are those 
of the body, 

During pregnancy the cervical canal is frequently 
Oiled with a plug of alkaline mucus which theae glanda 
secrete. 

The ovula Nabolkii are retention cysts caused by ob- 
struction of the excretory ducts and accumulation of 
the secretions. 

The arbor viCx consiatB of longitudinal ridges in the 
anterior and posterior walls from which branches are 
given off in an oblique direction ; this appearance is 
most distinct in the virfrin. 

(d) Differences in the virgin and multipara. The vi>- 
gin or milKparous uterus is smaller and more compact ; 
the fundus is more flattened ; the cervix is longer, espe- 
cially the intra-vaginal portion, wliicb is regular in out- 
line and more or less conical ; the external oa is a short 
transverse slit or small rounded opening, its eilges being, 
in the multipara, irregular and fiasured with an orifice 
sufficiently patulous to admit the tip of the finger. 

In addition to the differences before mentioned, in 
the shape and size of the cavities of the body and cervix, 
there ia alao n difference in their relative sizes ; the cavity 
of the cervix, which in the virgin is slightly the larger, 
becoming after labor the smaller of the two cavities. 
In the virgin the arlxir vi/m is more distinct. 

(e) Anomalies. The most common anomaly ia a 
double or partially double nterua; the vagina may he 
double also, eocb one leading to a separate uteme, aiicl»] 
in some rare coses, to a single one. 
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In such cnaes pregnancy can occnv in one or both of 
the cavities ; in the latter iiiBtanee tltei'c may be eon- 
aidcrable development of one ovutn before the second 

iimpregnation occurs. A knowledge of the development 
of the uterus in fcetal life explains the occurrence of 
tbeee anomalies. 
During a part of this period the Wolffian bodies, a 
aeries of tine tubes emptying into a common duct and 
acting as temporary kidneys, are situated on either side 
of the vertebral eolumn. From thetn and along their 
external borders two hollow canals are formed ; the ciiitals 
of Muller, which empty into the same common outlet. 
The WoliHan bodies soon atrophy, the parovarium^ a 
aeries of fine tubes arranged in pyramidal form in the 
substance of each broad ligament, being the only re- 
mainfl. The canals of Mailer gradually approach each 
other, and their lower portions lying side-by-side in close 
apposition become, by the absorption of the partition, a 
single organ with a single cavity — the nterus. 

The canals remain widely separated, and eventually 
Llwcome the Fallopian tubes. Any interference in the 
■ progress of this development may prevent absorption of 
Lthe partition, and thus produce one or more of the anom- 
Iftlies mentioned. 

(/) Ligaments. The ligaments which support the 
' uterus are eight — two broad, two round, two vesico- 
uterine, and two ntero-sacral. 

The broad ligaments are double folds of peritoneum 

,. which extend from the sides of tbe uterus to the sacro-iliac 

; passing over its anterior and posterior surfaces 

y meet in the median line and divide the pelvic cavity 

two unequal parts. Upon the upper border of each 
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lig&nient nre three folds or wings — an anterior inclosing 
tlie round ligament, a middle inclosing the Fallopian 
tube, and a posterior which incloses the ovary and its 
ligament. The broad ligaments ooutain muscular tissue 
derived from the external or longitudinal uterine fibres, 
between their folds are the uterine and ovarian vessels, 
lymphatics, and nerves. 

The round ligaments are muscular cords enveloped 
by the anterior wings of the broad ligaments; they 
extend from the upper borders of the uterus to the 
inguinal canals through which they pass, and blend 
with the cellular tissue of the labia majora. By their 
contractions during labor and sexual intercourse the 
upper portion of the uterus is drawn forward. 

The vesico-uterine ligaments are folds of peritoneum 
connecting the body of the uterus with the fundus of the 
bladder. 

The vterosacral ligaments are folds of peritoneum 
connecting the posterior surface of the uterus with the 
sacrum, thereby affording considerable support. In its 
normal position the uterus is slightly anteverted , but can 
be readily displaced in any direction. During pregnancy 
all of the ligaments arc put upon the stretch, but return 
to their natural size shortly after delivery. 

The blood-impply of the uterus is derived ftom the 
uterine and ovarian arteries and from branches of the 
eplgastricB contained within the round ligaments. 

The veins are very large, valvelesa, and anastomose 
ftecly ; during pregnancy they increase in size and are 
called sinuses ; passing out of the nterus at its sides, 
and uniting with the ovarian and vaginal veins, they 
form between the folds of the broad ligaments the 
pamptni/orm plexus." 



The lymphatics arise from the large lymph apaCGs so 
numerous at the base of the mucous membrane oi the 
uterus. They unite with the vessels ariBing fi'om the 
muscular and peritoneal layers and pass out between the 
folds of the broad ligamente. 

The nerves are derived mainly from the sympathetic 
ganglia ; the saeral nerves from the cerebro-spinal system 
send nujneroua branches to the cervix, a few of which 
are also distributed to the body of the uterus. 

3. FALLOPIAN TUBES.— The excretory ducta of 
the ovaries ; they consist of two tubes coutaiued in the 
middle wings of the broad ligaments, and pass from the 
upper angles of the uterus for a distance of three to five 
inches, terminating in expanded extremities which are 
surrounded by fringe-like processes — the fimbriee (len- 
lacles). One of the DmbriEB larger than tlie rest is 
attached to the surface of the ovary (lubo^varian 
ligameTU). 

The diameter of the tube increases from its uterine 
end, where it measures one-twenty-fifth to onc-fifteentli 
of an inch, to the fimbriated extremity, where it is 
widely expanded. Each tube consists of three layers — 
an external or peritoneal, a middle or muscular, and an 
Internal or mucous. 

The peritoneal layer extends as far as the Bmbriated 
extremity, where it is in contact with the mucous mem- 
brane, the only instance in the body of such a union. 

The mvscular layer consists of longitudinal and cir- 
cular fibres continuous with those of the uterine walls. 

The mucous layer is thrown into a number of longi- 
tudinal folds and is covered with ciliated epithelium, the 
action of the cilia being toward the uterus. 
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4. OVARIES.— Two bodies analogous to the testicles 
of tlie male; they are situuted on either side of the 
uterus in the posterior wiiigs of the broad ligaments, 
and, except during pregnancy or when displaced from 
other causes, lie just below the plane of the pelvic brim. 
They are attached to the uterus by the ulero-ovarian 
ligaments, and to the tubes by the large flmbriiE, called 
tuho-ovarian ligaments. In shape they are ovoid, flat- ■ 
tened from before backward and on the lower surface, 
but convex above. The size varies greatly, as, during [ 
menstruation and pregnancy, they become nearly twice 1 
ns large as they are at other times. Tbc average meaa- ' 
urements are, length one and a quarter to one and a half 1 
inches, depth one-half inch, thickness one-half to three- j 
quarters of an inch. The average weight is one and a | 
half to two drachms. 

Before puberty the surfaces are smooth, but after ' 
ovulation has commenced they become uneven from the i 
cicatrices of ruptured ovisacs; in old age they i 
wrinkled and atrophied. 

The ovaries are covered with a layer of cylindrical \ 
epithelium derived from the peritoneum ; beneath this is I 
a fibrous envelope called itinica a/fiujinea, the existence 1 
of which as a separate structure has been disputed, being, 
it is claimed, the outer part of the ovarian tissue. 

The tusue proper (stroma) consists of an external or 
cortical, and an internal, bulbous or medullary portion, 
the former containing the ovisacs while the latter is 
vascular in structure and forms the bulk of the stroma. 

The blood supply of the ovary is derived from the ' 
ovarian and uterine arteries, the numerous branches of 
which have entrance at its lower border. Passing to the 



INTSBNAL (aNITAL 0B0AN3. 

medulla they send small hranches to the cortical portion 
and to tLc walls of tlie ovisaca whiuli have commenced 
to enlarge. 

The veins emerge at its lower border ; here they are 
very large and varicose in appearance and form an ciec- 
tile plexus, the bulb of the ovary. 

The lymphalicn are targe and follow ttic course of the 
Other Tesaels. 

The nerves are from the ovari.aii plexus of the sym- 
pathetic. 
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(a) Ovisacs. Each ovary it is estimated contains 
from 30,000 to 300,000 ovisacs or Graafian follicles, 
which, in their undeveloped state, measure j^jj of an 
inch in diameter. At puberty fifteen to twenty of them, 
of varying sizes, become visible to the unaided eye, and 
some maturing move rapidly thnu others approach the 
surface of the ovary and cause projections upon it. One 
of these, becoming larger than the rest and having caused 
a projection measuring at its base about one-half Inch in 
diameter, bursts and permits the escape of the ovule. 



The ovisac from without inwanl is composed of the 
following layers : — 

(1) Tunica fibrosa. 

(2) Tunica propria. 

(3) Membrana granulosa, a, layer of ronnd nucleated 
cells which line the wall of the follicular cavity. 

(4) Discus proiigerus, au accumulation of the cells 
of the membrana granulosa around the ovule. 

(5) Liqiior folliculi, a transparent fluid formed from 
the cells lining the follicular cavity. 

(6) Ovules. The ovules are develope<l from the germ 
epithelium which covers the surfaces of the ovaries. 
During ftntat life these cells become embedded iu the 
ovarian stroma by a dipping process ; subsequently each 
one is surrounded by a growth of delicate connective 
tissue from the ovarian stroma, the ovisao. 

The ovule is attached to the inner surface of the 
ovisac, and is surrounded by a layer of cells distinct 
from the discus proligeruB in which it lies. At the 
time of its escape from the ovisac the ovule measures 
■^\ts of an inch in diameter. 

From without inward it is composed of the following 
layers and parts : — 

(1) Zona pellucida or vitellirie membrane. 

(3) Vitellug 01 yelk. 

(3) Germinal vesicle (nucleus). 

(i) Germinal spot (nucleolus). 




PART II. 

PHYSIOLOGY. 



CHAPTER I. 
PUBERTY, OVULATION. AND MENSTRUATION. 

1. PUBERTY.— The period at whicli reprocluctioii is 
first possible. In tbe female it occurs earlier than in the 
male, and tbe accompanying changes are more marked. 
The whole body enlarges, especially the pelvis and 
breasts, the figure becomes more eymmetrieal, and the 
carriage more graceful. The external genitals are de- 
veloped, and covered externally by a growth of hair, 
The demeanor is changed to one of dignity, i 
and reserve. In short, the girl becomes a 

The moat important of all tbe changes are thoae which 
aHcct the internal genital organs, but these changes can 
be Htudied in connection with ovulation and menslruation. 

2. OVULATION. — A process which is repeated at 
longer or shorter intervals between puberty and the 
menopause, except during gestation, when it is normally 
8usi)endcd. At the age of puberty the ovaries increase 
in size and enter upon the discharge of their special 
function. Before this period the ovisacs undergo no 
change of size; but now, stimulated by the new impulse 
given the entire system, and especially the generative 
tract, fifteen to twenty of them, as has been mentioned, 
commence to grow and gradually increase in size until 

3 (26) 
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they form projections upon the ovarian surfaoea, the 
great expansion of their walls being due to an increase 
in the quantity of the liquor foUiculi, When the pres- 
sure from within has become too great for the wall8,or 
when there is a special excitation produced by sexual 
intercourse, the sac bursts and its contents escape. 

That ovulation is strictly periodical, and that it 
occurs only in connection with menstruation, ia not 
generally believed. Some authorities maintain that in- 
creased or diminished blood supply regulates the rapid 
or slow maturing and rupture of the follicle; others, 
that the maturing of the follicle is the cause of the 
periodical congestion and hemorrhage. Cases are on 
record in which ovulation has occurred without men- 
struation, and vice versd. 

After rupture the walls of tlie follicle collapse and 
its cavity becomes fllUd with a small quantity of blood 
or lymph; surrounding this central clot is an oval con- 
voluted ring, the convolutions being composed of the 
hypertrophicd cells of the membrana granulosa; this is 
called corpus luteum (J'alsp). The folds increase in size 
until they fill the follicular cavity and form a whitish 
Stellate cicatrix which generally disappears in less than 
forty days from the period of rupture and leaves but a 
Blight depression. 

When impregnation of the discharged ovule has 
occurred the ovary is stimulated to increased growth, 
and the corpus luleum (true), instead of contracting 
and disappearing as described, continues to grow imtil 
the third or fourth month of pregnancy. At this period 
and sometimes earlier it begins to atrophy, this process 
being completetl i u fi'om one to two months after delivery. 
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I sign of pregnancy the corpus liiteuni (yellow 
body) is not aitogcthtr reliable, 

3. MENSTRUATION {vatamenia, etc.) A periodi- 
cal discharge of blood from the mucous membrane of 
I the uterus, normally occurring every twenty -eight days, 
T>ut generally suspended during pregnancy and lacta- 
a. 

At the age of puberty when ovulation commences 
instruatiou makes its lirst appeuruiice, the average age 
it which it is established being from thirteen to fifteen 
years. At first it does not recur with any regularity, 
and ia accompanied by pains in the back and breasts 
and a sense of general discomfort, while the amount of 
'the discharge is usually slight, 

ly or late establishment is influenced by 
imate, race, and gurroundings. 

(a) Climate. Girls brouglit up in warm or tropical 
llimatcs menstruate earlier than those who have lived 

colder ones. 

(b) Race. The descendants of natives of warm 
climates habitually menstruate earlier, even after re- 
moval from such influences. 

(e) Surroundings. Children of a highly developed 
nervous organization, the result of luxury or premature 
stimulation of the mental faculties, menstruate earlier 
those who are country-bred or of the poorer 



The menstrual fluid consists of red and white blood 

ibules, mucus, epithelium from the vagina and uterus, 

secretions from the genital glands. Normally it is 

line in reaction and without coagula, either on ac- 

of the admixture of the glandular secretions or 
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from defibrination duo to the slowness with which it 
flows from the uterus. The peculiar odor ia due either 
to long retention of the fluid in the uterus and vagina 
or to the admixture of the secretions. 

Menstruation continues from three to five days in 
the mtyority of healthy women, and the quantity of blood 
discharged is about from two to three ounces, both dura- 
tion and quantity varying, even in health, according to 
the ctiviate, diet, and surroundings. 

Apart from pregnancy a temporary or premature 
cessation of menstruation may be caused by exposure to 
cold, mental impressions or emotions, change of resi- 
dence and mode of living, or by anemia and the wasting 
diseases. 

Between the ages of forty and fifty years menstrual 
life usually terminates, although its cessation may occur 
earlier or later. This period is called the menopause, 
and may be accompanied by various nervous disorders ; 
as a rule, when menstruation has commenced at an early 
age, the menopause is later, and vice versa. 

Preceding each menstruation there is an increased 
flow of blood to the pelvic organs, causing a congestion 
and temporary hypertrophy of some of them. 

The ovaries and uterus are specially affected, the 
latter increases in size about oue-fourth, its mucous mem- 
brane swells, and the glands pour out an abundant secre- 
tion which is finally followed by a flow of blood. The 
same determination of blood which elfects such uterine 
changes is said to bring about the rapid maturing and 
rupture of one or more of the ovisacs. 

Although ovulation is not strictly periodical, occur- 
ring as it sometimes does between the intervals of men- 
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atniatiou or when menstrutition is entirely absent, prob- 
ably it almost always occurs during some part of the 
menstrual period, or, as some have thought, just preced- 
ing its appearance. 

Merkstruation bas been described as a "diminutive 
of pregnancy," " a periodical abortion," " a sign of dis- 
appointed impregnation." 

Various causes for this periodical congestion and 
subsequent discharge of blood have been enumerated \ 
among them are tlie following: The elimination of 
poisonous materials from the blood ; the removal of 
superfluous blood which at other times goes to the 
nourishment of the growing fretus; reflex irritation from 
pressure of the growing ovisac upon the ovarian nerves, 
or, it may be to accustom the female to loss of blood 
that she may with safety endure the greater loss in 
labor. 

It is thought by some to be tho result of glandular 
function, the menstrual organ being the endometrium; 
according to this theory impregnation of the ovule may 
occur at any time, but its retention in the uterus and 
the establishment of pregnancy will not ensue unless 
the removal of the epithelinm of tho mucous membrane 
has occurred just before its entrance. 

An entirely satisfactory cause baa not been discov- 
ered, nor is it known just when impregnation of the 
ovule is most likely to occur, — whether before or after 
the menstrual period ; but that the few days immediately 
following are the moat favorable is generally believed. 
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CHAl'TKK II. 
CONCEPTION. 

The union of the male and female elements of gene- 
nttion {spermatozoid and ovule). 

1. SPERMATOZOID.— The male element, a. small 
body jJij of an inch in length, having an oval head to 
which is attached a delicate body and tail. They are 
found in healthy semen in vast numbers, and are formed 
iu the sperm cells which are derived from the tubuli- 
semini/eri of the testicle. 

The nuclei of these cells proliferate and by their 
subdivisions form the heads of the epermatozoids, their 
bwlies being mode up of the protoplasm of the cells; 
it is by the decomposition of the substance in which the 
heads are embedded that they are liberated. 

When brought in contact with cold or acid solutions 
they soon lose their vitality ; lu the acid secretions of 
the vagina they remain active but a few hours, but in 
the uterus or Fallopian tubes where the secretions are 
alkaline their movements may continue for several days. 

The ascension of the spermatozoids is due to their 
own power of motion, which may be assisted by a sort 
of sucking movement of the uterus during coition, by 
peristaltic action of the uterus and Fallopian tubes, by 
capillary action, or by the movements of the ciliated 
epithelium. 

2. OVULE. — The female element of generation. 
When the ovisac ruptures the ovule generally escapes 
from it and rests for a short time upon the surface of the 
ovary. 

If the ovule does not fall into the abdominal cavity 
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it is generally grasped by the flmbrifltcd extremity ot 
the Fallopian tube; eorne, however, claim that a groove 
in the iix>per surface of the tubo-ovarian ligament guides 
it to the entrance of the tube. 

Having entered the tube, it is carried toward the 
uterus by the motioas of the cilia and by the peristaltic 
action of the tube itself; during this passage, whether 
impregnation has or has not occurred, the following 
changes are said to take place : — 

(a) An external ooating of albumen is formed. This 
albuminous coating has been seen upon the ovules of 
most of the lower animals, and although never observed 
upon the human ovule, is believed to exist and to form 
with the zona pellticida the primitive chorion which con- 
tributes to the nourishment of the ovule. 

{b) The germinal vesicle moves toward the periphery 
of the ovule ; there it sends out a process, the polar 
globule, which may subdivide once or twice. 

(a) The yelk contraots and becomes more solid ; by 
its retraction a cavity is formed between the yelk and 
the zona pellucida — the respiratory chamber, which is 
sometimes filled with a liquid. 

If impregnation of the ovule has not occirred 
no flirther changes take place, the ovule disintegrates, 
and is lost in the discharges from the genital canal. 

3. IMPREGNATION.— Whether one or a number of 
spermatozoids gain entrance to the ovule is still a dis- 
puted point ; by some authorities it is claimed that the 
entrance of more than one will result in the production 
of a monstrosity. 

The mode of entrance is also unknown ; in the 
OToles of certain fish and of a few of the tower animals 
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minute openings in the zona pellucida have been dis- 
covered, but iu this respect thej' seem to differ from the 
human ovules. 

The union of the two elements of generation in the 
majority of cases occurs either on the surface of the 
ovary or in the outer portion of the Fallopian tube, and 
not in the cavity of the uterus (with rare exceptions) as 
was formerly believed on account of the albuminous 
coating which, as soon as formed, interferes with the 
entrance of the sperraatozoids. 

The entrance having been effected there is at once a 
fusion of the male and female nuclei; bnt how this 
brings about the Important changes which follow is still 
a mystery. 

CHAPTER III. 
DEVELOPMENT OF THE OVUM. 

I. IN THE FALLOPIAN TUBE.— The length of time 
occupied by the ovum in its passage through the tube is 
supposed to be ten to twelve days. This fact and the 
knowledge of moat of the changes which occur during 
this period have been obtained chiefly by studying the 
process in the lower animals, an opportunity for this 
study in the human being seldom afforded. The changes 
which occur in it after impregnation are as follows : — 

(a) Formation of the vitelline nucleus. A clear spot 
which appears in the centre of the 3-eIk ; it is probably 
the result of the union of the male and female nuclei. 

(6) Segmentation of the yelk. A process of division 
which commences in the vitelline nucleus almost imme- 
diately after its appearance and extends to the yelk 
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causing a division of it into halves; suMiviaion after 
subdivision talfes place until tlie yeik Ims been separated 
into a number of minute spheres, each of which contains 
a portion of the vitelline nucleus; this mass, from its 
supposed resemblance to a mulberry, has been called the 
"muri/ortn body." 

(<-) Formation of the blastoderni. The cells of the 
muriform body which, by the formation of a fluid in 
the centre of the lua^s ai-e pressed to the surface of the 




ovum, spread out and flattened bcnenth the zona pellu- 
cida. When the blastodermic membrane, as it is called, 
is completely formed the ovum has reached the uterus. 

2. IN THE UTERUS— While the ovum is in the 
Fallopian tulie the uterine mucous membrane undergoes 
various changes for its reception and retention. The 
changea are similar to those ivliioh occur Just before 
each menstruation ; the mucous membrane is thickened, 
Boftened, and more vascular, but instead of degenerat- 
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ing or undergoing atropy it continues to grow iiud 
becomes whtit is known as the "decidufl." 

The devidua consists of three portions : Decidua 
vera, decidua serotina, decidun reflexa. 
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Decidua vera. Originally, all of the changed uterine 
mucous membrane; after the attachment of the ovum it 
is that portion which linea the remainder of the cavity. 

Decidua serotina. That part of the decidua vera 
upon which the ovnin rests ; it afterward enters into the 
formation of the placenta. 

a. 

Fig. 11— FoniiJIion of decidua (oimpleicd),— i, D«idua rrfloca; i, daqldua vera; 

Decidua reflexa. A growth of the decidua vera 
around the ovum, covering its free surface. Before the 
third month of pregnancy the decidua reflexa and de- 
cidua vera are not in close apposition, which explains 
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3 occaBionnl occiirrenee of menstruation up to that 

Kriod. Sometimes this space is filled up with a fluid 

" hydroperione." 

After tbe entranca of the ovum its attaclimcnt is 

Ralmost immediiitely effected, the usual site being tbe pos- 

pterior wall of the uterus near the entrance of the Piillo- 

a tube through which it has just passed. Meanwhile, 

t Buccessiuu of changes is going on within the ovum 

IB follows — 




I 



(a) Division of tho blastoderm. At first, into two 
■layers, an external or t^jiWi*;, and an internal or hijpo- 
Uast; Bubsequentlj , bttween these a third layer is de- 
eloped — the mesoblaat, which at a later period under- 
pea subdivision. From these three layers all the tissues 
fof the fcetus are formed. 

From the epihtai't are developed the epiderniia with 
its appendages, the braiu and spinal cord, and the organs 
<rf apeoial sense. 
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From the menoblasl are developed the corium, the 
musoles, bones, connective tissue, blood, bloodveesels, 
lymphatics, and gen i to-urinary organs. The mesoblast 
splits and each of the divisions turns inward, the outer 
one or somatopleure forming the alxloniiiial walls, the 
inner or eplanchnopleure the wnlls of the intestines. 

From the hypoblast are developed the epithelium of 
the intestinal canal and its numerous glands, also the 
epithelium of the respiratory tract. 




(6) Appearance of the area germinativa, which is a 
thickening of the cells of the epibtast; it is oval in 
shape and has in its centre a collection of more translu- 
cent cells, the area ppUuridn. (Fig. 13.) 

(c) Appearance of the primitive trace. A groove in 
the middle of the area pellucida. The ridges at each 
side, called lamina do}-mIes, grow npwai-d until they 
unite posteriorly and form a cavity within which the 
cercbro-spinal axis is siibseiinently developed. At the 
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same time processes grow forward and inclose the abdo- 
minal cavity. At the sides, in front and behind, folds 
or thickenings can be detected ; the most prominent of 
these marks the cephalic extremity of the embryo. 

(d) Formation of the umbilioal vesicle or yelk sac. A 
temporary structure made up of most of the contents of 
the ovum; its purpose is the nourishment of the embryo 
until other sourcea have been provided. 

By an infolding of the layers of the blastoderm to 
form the body of the erabrj'o the oviginul vesicle is con- 




lunUlicil valclc; 
origin of Ihe cophali 

strieted, and part of it is retained within the abdomen 
while the larger portion constitutes the um,bilical vesicle. 
Its pedicle, the vitelline duct, contains the omphalo- 
mesenterio vessels and passes through an opening which 
corresponds with the umbilicus. 

(e) Formation of the allantois. A growth from the 
abdominal cavity of the embryo ; it commences after 
the twentieth day when the umbilical vesicle is shrink- 
ing, and is itself a temporary structure to provide a new 
source of nourishment. 



I 
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Being constricted by the abdominal walls a smaller 
portion of the uLlantoia remains inside and becomes the 
urinary bladder, its shriveled pedicle forming the urachus, 
while the larger or outer portion, which contains two 
arteries and two veins, grows rapidly in the direction 
of the walls of the ovum over the entire inner surface 
of which it spreads. One of the vcius subsequeutly dis- 
appears. 

(/) Formation of the amnion. The inner of the two 
fcetal membranes ; it consists of two portions, an inner 




or true amnion, which incloses the f<xtus and the liquor 
amnii and covers the umbilical cord together with the 
f(£tal surface of the placenta, and an outer or ialae 
amnion which is spread out on the inner surface of the 
ovular walls. 

The amnion is derived from the cpiblast and from 
the outer division of the meaoblast near the cephalic 
and caudal extremities ; at these points the two folds 
spring up and grow in the shape of a hollow wall until 
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tbcy liaTc Burroundcd tlic embryo and inclosed it within 
a shut sac — tbe amniotic cavity, which also contains 
the liquor amnii. 

The liquor amnii is an alicaline eerous fluid clear at 
first, but becomiug opaque or greenish toward tlie end 
of pregnancy ; contained as it is within the amniotic 
cavity it submerges the fittus, pi-eservea it from shoclt 
or injury, facilitates the fcetal movements which assist 
the development, proteets tlie mother from the ii 




nience of the movements, causes the uniform enlarge- 
ment of the uterus, prevents adhesions between the 
mother and the fnetus, contributes to the nourisliment 
of the fcetus, and acts as a fluid wedge for dilatation of tlie 
OS in labor. 

(g) Formation of the chorion. The outer of the two 
fiEtal membranes. As has been mentioned, the zona 
pellucida and its coating of albumen form the primitive 
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chorion; as soon, however, as the epiblast conies in con- 
Uct with the inner surface of the zona pellucida the 
latter is partially absorbed by prc88nre,and by the union 
of its remains with the epiblast the true chorion is 
formpd. Villi soon project from its surface, and when 
the allantois has ronclitd the chorion each villus is sup- 
plied with a capillary loop whioh pushes its way to the 
apex and causes a rapid increase in growth. The villi 
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>p)iled) O. Umbilicil valcls; E', 



themselves now give olT branches which are supplied in 
the same manner, subsequently there are branches from 
these, and so on. {Fig. 20.) 

For a short time tlie villi grow equally over the 
entire surface of the ovum; but by the end of the 
second month those which are attached to the decidua 
serotina grow more rapidly, while those attached to the 



decidua reflexa begin to atrophy and very shortly have 
almost disappearL'd. 



Ll 
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DEVKLOPKBNT OF THE OTTM. 

Between the chorion anil the amnion is a small apace 
vhich in sometimes Ulleil with a gelatinous fluid called 
" vitriform body ;" this fluid is probably the remains of 
the allantois, as it is not observed before the appearance 
of that vesicle. Sometimea the fluid exists in consider- 
able quantity, and should the chorion be ruptured at or 
wear the end of pregnancy it may escape and be mia- 
tftken for the amniotia fluid. 




(A) Formation of the pteoenta. The organ of nutrU 
tion and respiration for the ftetus; it is a round or 
slightly oval mass from six to eight inches in diameter, 
weighs about twenty ounces, and is generally inserted on 
the posterior wall of the uterus near the fundns and one 
of the tubes. 

It begins to be distinct daring the third month, but 
ItB formation is not complete until the end of tliat 
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month ; it inci-easca in weiglit until tho seventh month 
and then undergoes rL'trograde change. The intemal or- 
fcetal surface is smooth and covered hy amnion and 
haa attached at or near its centre the umbilical cord. 
(Tig. 21.) 

The external or maternal surface ia rough, friable, 
and furrowed by numerous sulci; it is covered by a 
delicate membrane which unites the sulci and dipa down 
between tliem. The openings of the arteries and veins 
can be seen upon this surface. (Fig. 22.) 




The placenta consists of two portions, an internal or 
fcefalf made up of the liypertrophied chorionic ^illi, and 
an external or maternal, made up of the decidua serotina ; 
these two portions arc so intimately blended that they 
form one organ. 
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formation comnieiiceB at the eud o( the fourth week ; nt 
tlie middle of pregniiiicy it measures five to eight inches 
in length and at full term about twenty inches. 

It coDsista of two arteries iiud one vein, a gelatinous 
substance called Wharton's jelly, the remains of tho 
allantois, the pedicle of the umbilical vesicle with its 
vessels, and an external Inycr from the amnion ; it is said 
to contain a few Ij'mphatics and rudimentary nerves. 

The vessels which at first are straight become twisted, 
the arteries forming spirals around the vein ; the arteries 
enlarge in calibre as they approach the placenta, the only 
instance of the kind. 

The cord is usually attached near the centre of the 
placenta, but in some instances to the mai^n, oonsti- 
tnting the " battledore" placenta. True knots are some, 
times found in the cord. 

CHAPTER ly. 
FtZTUS. 

The product of conception is called an embryo until 
the third month, or before the formation of the placenta; 
alter that period the termyce(U8 ia used. 

I. DEVELOPMENT. 

{a) First month. At the end of the second week the 
embryo is a gtilatiiioua mass about one line in length ; at 
the end of the third week it has doubled in length, is 
nourished by the umbilical vesicle, the amnion is formed, 
and the allantois is carrying vessels to the chorion. At 
the end of the month the length is one-third of an inch, 
weight about forty grains ; the eyes, ears, and rudimen- 
tary extremities are distinguishable. 
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(h) Second month. Length, one-half to one inch; 
■weight, about one drachm. The umbilical vesicle is 
becoming smaller, while the rilli of the chorion in con- 
tact with the decidua serotiiia increase in number and 

The head, extremities, eyea, and ears are distinctly 
visible ; the WolfHan bodies begin to atrophy and are 
replaced by the kidneys ; points of ossification appear 
in the inferior maxilia and clavicle, and the umbilical 
cord is distinct. 

((') Third month. Length, two and a half to three 
inches; weight, seventy grains to one ounce. The um- 
bilical vesicle has disappeared, the chorion has lost most 
of its villi, and the placenta is formed. 

The decidua vera and decidna reflexa come in contact, 
thus filling the uterine cavity. The fingers and toes are 
distinguishable, also the sexual organs, but sex cannot 
be determined. 

(d) Fourth month. At the end of the fourth month 
the length is about six inches ; weight, four ounces. The 
bones of the sknl I are partly ossified, hair begins to grow 
upon the scalp, sex can be determined, and movements 
of the limbs commence. 

A fojtns born at four mouths may live some hours. 

(p) Fifth month. Length, about ten inches; weight, 
about ten ounces. A down called lanugo covers the 
entire body, and the vernix caseosn, a greasy unctuous 
substance composed of epithelium and sebaceous secre- 
tion, begins to form upon the surface. The fretal move- 
ments are perceptible to the mother. 

(/) Sixth month. Length, about twelve inches; 
weight, a little more than one pound. Fat is deposited 
under the skin and the eyelids arc closeil. 
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A fcctus bom at six montha breathes feebly, but 
generally dies in a few hours. 

(g) Seventh month. Length, thirteen to fifteen 
inches ; weight, three to four pounds. The eyelids are 
open and the testicleB are near the scrotum. 

At the end of the seventli month the fcutus is said to 
bo "viable," but the majority of children bom at this 
period die. 

(ft) Eighth month; Length, sixteen to eighteen 
inches ; weight, four to five pounds. The membrana 
pupillaris has disappeared, the lanugo begins to disap- 
pear, and the insertion of the umbilical cord is near the 
middle of the body. 

(i) Ninth month (/"Hierm). Average length, twenty 
inches; average weight, six and a half to eight pounds. 
Male children at birth exceed females both in size and 
in weight. 

2. FtETALHEAD.— Atthe time of birth the bones 
of the cranium are not completely ossified nor firmly 
united, cartilage being interposed and permitting altera- 
tion of shape and position during labor. 

The membranous septa between the bones are called 
sutures, while tlie points at which the sutures meet are 
called fonlanellee. 

There are four principal Butures : — 

(a) Sagittal, whieh separates the two parietal bones. 

{h) Frontal. A continuation forward of the sagittal 
auture dividing the frontal bone into halves. 

((■) Coronal. Separating the frontal from the parie- 
tal bones. 

{d) Lambdoidal. Separating the occipital from the 
parietal bones. 
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There arc two fontaiielles :— 

(a) Anterior, called bregma {moisture). Formed hy 
tlic junction of the sagittal, frontal, and coronal su- 
tures; it is (luadrangular in shape, and the larger of 
the two. 

(6) Posterior. Formed by the junction of the sagit- 
tal and lambdoidal sutures; it is triangular in shape. 

The fontanelles are distinguishablo to the touch by 
tracing /our lines from the anterior and three from the 
posterior. 




Fio. 23.— The fo 

The dioTnetera of the foetal head 
fiiir):— 

OcctpWo-mentttl 
Oeciplto-frontal 
Sub-occipilo bTtjpnalic 
CervIco-bregiDtttlc . 
Bl-parictal 
Bt-(£Iilpora) 
Fronto-mcrtal . 

In the Miijority of the c 



a follows (Play- 



5.3Sto5.60IiichcB. 



n:tl labor it is 
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the sub-occipilo bregmatic diameter of the fcetal heart 
that is engaged in the pelvis. The foetus undergoes 
many changes of position in the uterus, but at the ter- 
mination of pregnancy in 96 per cent, of all cases the 
head is tlie presenting part. 




Fio. 24.— ThB usual iKBliIon of 



3. FCETAL CIRCULATION.— The purified blood 
returned from the placenta through the umbilical vein 
enters the fostus at the umbilicus and passes to the 
under surface of the liver, where a portion of it is dis- 
tributed, the greater part passing directly through the 
ductus venosus into the ascending vena cava, where it 
mixes with the blooil from the trunk and lower extremi- 
ties and finally enters the right auricle of the heart. 



60 OBSTETRIC 8TN0PSIB, 

Guided hy tbc Eustachian value the blood passcB 
through the foramen ovale into the left auricle and 
thence to the left ventricle ; from the left ventricle it 
goes through the aortn, chiefly to the head and upper 
extremities. Returning through the descending vena 
cava it is carried through the right auricle, in front of 
the EuBtacbian valve, into the right ventricle; thence it 
paRses into the pulmonary artery through which a small 
portion goes to the lungs, but the greater part is carried 
through tbe ductus arteriosus into the aorta (descend- 
ing) utid distributed to tbe lower extremities and to the 
placenta. 

The liver receives the purest blood; the head and 
upper extremities receive a richer and purer blood 
supply than the lower extremities, which accounts for 
their greater development. 

At birth when respiration is established the blood 
supply to the lungs is increased, and the ductus arterio- 
sus being no longer used is obliterated in a few days. 

The blood coming from tbe lungs fills the left auricle 
and prevents that which enters the right auricle passing 
through tbe foramen ovale; so that this opening in a 
few days is entirely closed. Closure of the umbilical 
arteries and vein and of the ductus venosus occurs 
shortly after the blood has cewed flowing through 
them. 




CHAPTER V. 
MATERNAL CHANGES. 

I. IN THE PELVIS.— Tliejuinta are swollen, softened, 
and more movable. 

The general pelvic hyperaimin occurring at each 
menstrual period continues after impregnation, and ou 
account of increased nutrition causes a marked growth of 
the uterus and its ujipendages, tbe mucous membrane, 
muscular walls, peritoneal covering, arteries, veins, 
nerves, and lymphatics being included in this change. 

The growth of the mneoua membrane and formation 
of the deciduic have been described. 

The growth of the muscular wall is more marked 
before the fourth month, and until that period it pro- 
grcBSea about as rapidly in extra-uterine as in intra- 
uterine pregnacy ; in the later months when its contents 
are undergoing more rapid development the uterine walls 
no longer increase in thickness, but by distension are 
somewhat thinned. 

The increased weight of the organ itself causes a 
sinking in the pelvis during the first months of gesta- 
tion ; this condition is usually attended by pelvic pains 
or dragging sensations. 

During the first months the development of the 
uterus is greater in the lateral than in the longitudinal 
direction. 

About the middle of the third month or the com- 
mencement of the fourth the fundus rises above the 
brim of the pelvis ; alter this period (sixteenth to eigh- 
teenth week) the mother detects the fa'tol movements, 
when " quickening " is said to have taken place. 
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At tlto commencement of the sixth month the fundus 
has reached the level of the umhilicus ; during the 
seventh it is two inches above, and at full term is close 
to the edges of the ribs. 

A week or more before delivery, on account of relns- 
ation of the soft parts, the mass siuks somewhat into 
the pelvis, causing the patient to feel more comfortable 
aa i&T as respiration is concenied. 

The tUerus is usually inclined to the right side ; this 
is due cither to congenital tendency, gravity — sleeping 
on the right side, or to pressure of a distended rectum 
or sigmoid flexure. The growth of the uterus does not 
materially affect the cervix ; there is, however, a marked 
softening and an apparent shortening ; real softening of 
the cervix does not occur until within a few days or 
even hours before labor commences. 

The cervical canal is filled with a plug of mucus. 

The vagina has a purple or violet hue duo to the 
venous congestion, and on account of its greater blood 
supply the vaginal pulse may be felt. Its secretions and 
those of tlie vulva are increased. 

2. IN THE BREASTS.— Changes may occur shortly 
after conception , but it is usually tbe second month when 
the breasts begin to enlarge, become tender, and arc the 
seat of darting pains and sensations. The areola becomes 
more pigmented, and the sebaceous follicles — tubercles 
of Montgomery — are more prominent upon its surface. 
During the later months a secondary areola, lighter in 
color, surrounds tbe primary. The superficial ■ 
enlarge, and milk is usually present. 

3. IN THE SKIN.— Beside the changes in the areolae 
of the breasts there is a tendency to pigmentation of the 
R)>domcu face, and forehead. 
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4. IN THE DIGESTIVE SYSTEM— The appetite is 
often capricious or dcpraveil. OnBtric disturbance — 
probably reflex — is common before the fourth montli ; it 
is manifcBted by nausea, and perhaps vomiting, 'which is 
usually limited to the early part of the day, and known 
as "morning sickness." There may be diarrhcea, but 
constipation is the rule. Profuse salivation sometimes 
but rnrely occurs. 

5. IN THE NERVOUS SYSTEM— The nervous sen- 
sibility is increased ; hysterical disorders, disturbance 
of the special senses, neuralgic affections, morbid crav- 
ings, changes in disposition and character are very 
common. 

6. IN THE CIRCULATION.— The quantity of the 
blood is increased ; it contains more water, less albumen, 
fewer red corpuscles, a slight increase in the number of 
the white, and during the later months of pregnancy a 
greater amount of fibrin. A temporary hypertrophy of 
the heart, particularly of the left ventricle, is said to he 
a constant occurrence. 

7. IN THE RESPIRATORY ORGANS.— As preg- 
nancy advances the quantity of carbonic acid given off 
by the lungs is increased. On accoimt of compression 
of the thorax embarrassed respiration may result. 

8. IN THE CRANIUM.— In pregnant women a bony 
formation called " osteophyte " is frequently found on 
the internal table of the cranial bones between the bone 
and dura mater; similar deposits have been found on 
the inner surfaces of the pelvic bones ; they have also 

noticed within the skulls of tuberculous subjects, 

9. IN THE URINE.— There is a larger qimntity 
secreted on account of the increased arterial tension. 
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In the latter months compression of the renal vessels 
causes congestion, and albuminuria may result; in a 
small proportion of cases sugar is present in the latter 
months. The urine of pregnant women which has been 
allowed to stand thirty-six hours or more has formed 
upon its surface a scum called " kyestine^^'* which in a 
few days breaks up and falls to the bottom of the vessel. 
This deposit consists of fat, phosphatic crystals, and 
bacteria, but having been found in the urine of the 
non-pregnant is no longer considered diagnostic of 
pregnancy. 



PART III. 

PREGNANCY. 



DIAGNOSIS OF PREGNANCY. 

Thb signs of preguftiicy have iKien classifled aa pre- 
auinplive, probable, anil certain ; the following claasiflca- 
tion includea all of tbem : Symptomalio signs ; physical 
signs. 

i. SYMPTOMATIC SIGNS.— The aymptomatic signs 
of pregnancy are: Cessation of menstrualion ; morning 
sifkneea; nervous disorders; pelvic disorders; quick- 
ening. 

(a) Cessation of menstruation. A sign of pregnancy 
when the menses have previously been regular ; in ex- 
ceptional cases menstruation continues throughout preg- 
nancy ; it commonly is regular until the third month, or 
before the deciduie meet and fill the uturine cavity. 
During lactation it is normally absent, and exposure to 
cold, mental emotions, and debility may cause a sup- 
pression. 

(b) Morning sickness. A. sign of pregnancy which 
ia rarely absent; it may commence immediately after 
conception and continue until delivery, but is most com- 
mon during the early months. 

(c) Nervous disorders. These signs have been 
enumerated ; without the presence of others they are 
unreliable. 

(55) 
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(<f) Pelvic disorders. Irritabilitj- of the bladder, 
pelvic pains ami drugging seusationa caii:«d by the 
increased weight and conseqoent slight prolapse of the 
uterus. 

(e) Quickening. The sensation felt by the mother 
about the sixteenth or eighteenth veek of pregnancy ; 
it is produced by the moTeuienta of the ftelus, which 
before were not perceptible. 

2. PHYSICAL SIGNS.— The physical signs of preg- 
nancy are: Mammary changes; piiftnentary changes; 
entarijement of the uterus and abdomen; cervical and 
vaginal changes; ballottement ; inlermUtent vterine con- 
tractions ; fielal movements; foetal heart sounds; uterine 
muffle; umbilical souffle. 

(a) Mammary changes. These hare been described ; 
in primipariB they are more valuable than in multiparte, 
but in no instance Bhould thi'y be regarded as infallible 
signs. 

(ft) Pigmentary changes. The dark biind extending 
ftloiig the linea alba from the ensiform cartilage to the 
pubcB and the other changes, which have been mentioned, 
are of some value as signs of pregnancy. 

(') Enlargement of the uterus and abdomen. Gradual 
and uniform enlargement suggests pregnancy, especially 
If AMSociated with other signs. During the latter months 
]>Oiitmg of the umbilicus is an additional characteristic 
condition. 

Excessive deposit of adipose tissue, nseites, chronic 
metritis, retained meiistrnal fluid or abdominal and pelvic 
tumurs may cause the enlargement, 

id) Cervioal and vaginal changes. Softening and 
Kpimrcut shortening of the cervix, increased secretion, 





vaginiil pulsation, and violet oolnration of the cervix, 
vagina, and vulva. All of these changea except the first 
may be caused by any pressure from above, 

(e) Ballottement. Tlie sensation of a rebound im- 
parted to the linger after it has caused a laomentary dis- 
placement of the fcetus in the liquor amnii ; the tip of 
the finger should be placed just in front of the cervix. 
Ballottement is most successfully practiced between the 
/ourlh and stuxnlh months. External ballottement is 
practiced by pressing the uterine contents with the two 
hands laid upon the alidominal wall and causing the 
ftetus to float between them. 

(/) Intermittent uterine contractions. The alternate 
contractions and relaxations obtained by placing the 
hands over the uterine tumor upon which moderately firm 
pressure is being made ; as a sign of pregnancy it is not 
altogether reliable. 

(S) Feetal movements. When these can Ire felt by 
the examining hand they are a reliable sign of pregnancy. 

(h) Foetal heart sounds. The most reliable of all the 
signs of pregnancy ; they are usually heard in the fifth 
month, but may be detected earlier. In the latter months 
in head presentations the sounds arc heard below the 
nmbilicus, the usual site being midway between the 
umbilicus and the left anterior superior spinous process 
of the ileum ; in presentations of the pelvis they are 
heard above the nmbilicus. The pulsations vary from 
120 to IGO a minute, and are said to be slower in male 
and more rapid in female ftetuses. 

{i) Uterine souffle. A blowing murmur synchronous 
with the maternnl pulse; its origin is in the large arte- 
ries of the uterine wall. This sound may be beard as 
early as the fourth month. 



i 
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{j) Umbilical souffle. A hissing sound eynchronouR 
with the foBtal heart ; it is supposed to originate in the 
urabihcal cord, is rarely heard, and is of no practical 
value. A rustling sound is described as oecurring when 
the fcetus is dead. 

3. DIFFERENTIAL DIAGNOSIS.— The conditions 
and diseases for which pregnancy may bo mistaken, and 
vice versd, are as follows ; Adipose enlargement of the 
abdomen and deposit of fat in the omentum f ascitea; 
retained menses ; congestive hypertrophy ; uterine tumor ; 
ovarian tumor ; spurious pregnancy. 

(a) Adipose enlargement of the abdomen and deposit 
of fet in the omentum when associated with irregular 
menstrnatioD may obscure the diagnosis by preventing 
the detection of the uterus. The presence of fat in other 
portions of the body and absence of the other eigna 
are the indications of a non-pregnant condition. 

(Ii) Ascites. The history, the uniform distension, the 
fluctuation, the change of shape and of the percussion 
note when the position is altered, and the absence of the 
signs of pregnancy make the diagnosis almost certain. 

(c) Hsmetometra (retained menses). The history, 
the periodical enlargement and distress, the long dura- 
tion and absence of most of the signs of pregnancy dis- 
tingniah it flrom that condition. 

(d) Congestive hypertrophy. The history, the pain, 
the tenderness on pressure, absence of further develop- 
ment and of most of the signs of pregnancy should make 
the diagnosis almost certain. 

(e) Uterine tumor {fibroid). Regular or excessive 
menstruation, the hard, irregular, and inelastic enlarge- 
ment, the history and the absence of most of the signs 

f pregnancy will aid in the diagnosis. 
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(/) Ovarian fumor {njstic). The generally regular 
menstruation, the fluctuation, the UDilaternl enlargement 
■usually of slower progress than pregnancy, the history, 
the emaciation and general ill health, and the absence of 
most of the signs of pregnancy make the diagnosis easy. 

ig) Spurious pregnancy, which nsually occurs in 
hysterical subjects, may be accompanied by many of the 
signs of pregnancy. The absence of most of the physical 
signs and the administration of an aniesthetic should 
enable one to make a differential diagnosis. 



CHAPTER II. 
DURATION OF PREGNANCY. 

Teh exact duration of pregnancy is still an uncer- 
tainty; an error of twentj-flve days, the length of time 
between the end of one menstruation and the commence- 
ment of the next, is always possible. 

Counting from the cessation of the last menstruation 
to delivery, the average number of days is 27S. 

Numerous instances of protracted gestation are on 
record. 

Various methods of predicting the date of confinement 
have been employed, among them are the following : — 

Naegele's Method. Count seven days from the first 
appearance of the last menstrual period, and then reckon 
backward three months. 

Duncan's Method. Find the day on which the female 
ceased to menstruate, or the first day of being what she 
calls "well." Take that day nine months forward as 
S15, unless February is included, in which case it is 



taken as 273 daya. To this add three days in the former 
case, or five if February is in the count, to make up the 
278. This 278tb day should then be fixed on as the 
middle of the week, or, to make tbe prediction the more 
accurate, of the fortnight in which the confinement is 
likely to occur, by which means allowance is made for 
the average of either excess or deficiency. 

Aa quickening usually occurs shortly after the sis- 
teenth week, the probable duration from that period can 
be calculated. 



CHAPTER III. 
ABNORMAL PREGNANCY. 

I. MULTIPLE PREGNANCY.— Twin births occur 
once in 87 labors ; triplets once in 1679, Cases are on 
record where four and five children have been given birth 
at one time. 

Multiple pregnancies are due either to the simultane- 
ous rupture of two or more ovisacs, to two or more 
ovules being contained within one ovisac, or to one 
ovule containing a double germ. 

The children are nearly always smaller in size and 
less perfectly developed than in single births. 

Abortions and monstrosities are more frequent in 
plural than in single pregnancies, while the triple and 
quadruple rarely, if ever, go to full term. 

In the case of twins the membranes and placenta are 
uBUally separate ; in rare cases both ftctusea are contained 
in a common amniotic sac. 

In the case of triplets the membranes and placenta 
may be separate, but commonly there is one complete 
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tag of membranes, and a Eecond having a common 
chorion with a double amnion. 

The (liagnoaiB of multiple pregnancy is difficult and 
generally uncertain before the birth of the first child, 

Superfecundation is the impregnation of one or more 
ovules after one baa been impregnated itnd before I lie 
dccidna lining the uterus has been formed. 

Superfcelation is the impregnation of a second ovule 
when the uterus already contains one which is undergo- 
ing development. 

2. EXTRA-UTERINE PREGNANCY.— The varieties 
of extra-uterine pregnancy are tubal; abdominal; and 
ovarian. 

(a) Tubal pregnancy may be caused by anything 
which diminishes the calibre of the tube, and is probably 
due in many caaes to inflammatory thickening of the 
coats of the tube which interferes with the progress of 
the ovum on its way to the uterus. Fright and shock 
are given as causes ; also, the accidental loss of the 
tubal epithelium, which it is claimed generally remains 
intact during menstruation. Tubal pregnancy usually 
terminates in rupture of the tube before the twelfth 
week ; a few cases, it is claimed, have gone to full term. 

(b) Abdominal pregnancy may result from the falling 
of an impregnated ovule into the abdominal cavity where 
it becomes attached and develops, or (Vom the rupture 
of a tubal pregnancy, 

(a) Ovarian pregnancy, a very rare occurrence, is 
caused either by the penetration of the ovisac by a sper- 
matozoid, or by the impregnation of an o^-ule which has 
failed to escape from the ovisac after the latter has 
ruptured. 
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CIIAPTEK IT. 
DISORDERS OF PREGNANCY. 

Thb disorders which arc liable to accompnny the 
pregnftnt condition are as follows : — 

Of the digestive system; of the blood and circulatory 
syslein; of the genito-urinary system; of the nervous 
eyatem ; displacements of the alerus. 

I. OF THE DIGESTIVE SYSTEM.— The disorder 
of the digestive Bystem are : — 

Nausea and vomiting, diarrhoia, constipation, hemor- 
rhoids, salivation. 

(a) Nausea and vomiting, called " morning sickness," 
are common in the early months Irefore quickening; 
wlien that period has arrived there is usually a cessation 
of the distress; but it may contiuuc throughout preg- 
nancy or become so serious as to endanger the mother's 
life unless abortion occur or be induced. 

These disorders arc probably reflex in origin, and are 
cansed by diseased conditions of the cervix, displace- 
ments of the iiterus, or probably in most cases, by 
stretching of the uterine tissues; on the latter account 
they are more marked in frequency and severity in flrst 
pregnancies. 

Treatment. — Regulation of diet; regulation of bowels; 
correction of the acid gastric secretion witlialkalies; light 
breakfast in bed ; correction of uterine displacementa 
and diseases; general hygienic surroundings. These 
measures failiug, the following drugs are useful : Bromide 
of sodium, oxalate of cerium, tincture of nux vomica, 
hydrocyanic acid (dilute), raorjihia, calomel, bismuth, 
carbolic acid, creasote, ipecac, pepsin, etc. 
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When every remedy has failetl, and the patient's life 
is in danger, the induction of abortiou is justifiable. 

(6) Diarrhoea, which occaBioually occurs, is due to 
error of diet or is of nervous origin. 

Treatment. — Regulation of diet, astringents, etc., and 
remedies as indicated. 

(c) Constipation is a more common disorder, and 
results from interference with the intestinal movements 
by pressure of the gravid uterus, and atony of tlie intes- 
tines caused by pressure and an altered state of the blood. 

Treatment. — Regulation of diet, mild laxatives, ner- 
vines, general tonics. All irritating or drastic cathartics 
should bo avoided. Toward the end of pregnancy ene- 
mata and other mechanical means are sometimes neces- 
sary to remove an impaction of the rectum. 

(_d) Hemorrhoids are of two varieties: external or 
Tenons; internal or arterial. 

Treatment. — Regulation of bowels; for the external 
variety, — the knife; for the internal, — an immediate re- 
duction of the protrusion followed by hot and sedative 
applications. 

(e) Salivation, though of rare occurrence, is some- 
times profuse. It is probably due to a deficiency of 
alkaline matter in the blood and secretions. 

Treatment. — The administration of alkalies and the 
use of astringent month wasliea, 

2. OF THE BLOOD AND CIRCULATORY SYS- 
TEM, — The disorders of the blood and circulatory 
system are: Anetmia; hydrienna; varices; cedema. 

(a) Ansmia is normally present; sometimes it re- 
quires tonics, iron, and a liberal diet. 

(b) Hydrsmia, a general wdema caused by an in- 
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creaae in the watery portion of the blood. Tbe dropsy 
may occur in the lower extremities only, but sometimes 
extends to tlie vulva, face, and upper portions of the 
body, and may result in death of tbe fcetua, miscarriage, 
or premature labor. 

Treatment. — Tonics, laxatives, diuretics, rest, symp- 
tomatic treatment. 

(c) VarioDse veins are of frequent occurrence, being 
tbe result of pressure and increased blood supply. Tbey 
occur most fre<iuently from the second to the fifth mouths, 
and are found in tbe lower extremities (est. saphenous 
veins), and in the vulva. 

Treatment. — Kegulation of bowels, rest, elevation, 
removal of pressure, compression by bandage or elastic 
stocking. 

{d) (Edema of tbe legs is a result of hydreemia, of 
pressure, or of varicose voius ; tbe oedema often ejitcuds 
to tbe vulva. 

Treatment, — Regulation of bowels, rest and eleva- 
tion, removal of pressure, compression, diuretics, and 
diaphoretics. 

3. OF THE GENITO-URINARY SVSTEM.— The 
disorders of tbe genito- urinary system are: Albuminu- 
ria! diabetes; irrilabiUly of the bladder; leucorrhcea; 
pruritus vulvas. 

(a) Albuminuria. Tbe presence of albumen in the 
urine of pregnaut women is a common occurrence ; ac- 
cording to some authors it is found in twenty per cent, 
of all cases; others make the perceutage much smaller. 
In the majority of cases it is a temporary disturbance, 
disappearing after delivery and causing no unfavorable 
resuHs, It occurs most frequently in first and twin 
pregnancies, and comes ou during the latter months. 
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The causca are, previous presence of albumen, pres- 
Bure of the gravid uteriiB upon the renal veina cauBisg 
congestion and changes in the kidney substance, increased 
work of the kidnej's, increased arterial tension, and reflex 
irritation arising from the uterus. 

Albuminuria may induce abortion or cause death of 
the fwtus; when tlie urinary secretion is lessened in 
amount or when there is retention of ita elements in the 
blood, eclampina may result 

Treatment. — If the quantity of albumen is small and 
not accompfinied by marked symptoms, no active treat- 
ment will be required. The diet should be regiUated 
and all pressure removed ; a tempomry removal of pres- 
sure from the renal vessels can be accomplished bycaua- 
ing the patient to assume occasionally the knee-chest 
position or such position as will allow tlie abdomen to be 
suspended over the side of a bed or sofa. If the albu- 
men increases and oidema follows, active treatment should 
be commenced at onc& 

The following remedies are useful : occasional saline 
cathartics, diuretics such as acetite or bitartrate of 
potassium and digitalis, diaphoretics, tonics audi as 
iron, counter-irritation. When there is threatened or 
partial suppression of urine, colchicum should be used. 

As a last resort, when tlie motlier's life is in danger, 
abortion or premature labor may be induced. 

(6) Diabetes renders conception unlikely, but when 
such does occur death of the fietus is liable to follow. 
The results to the mother are frequently serious. Gly- 
cosuria sometimes comes on in the latter months of 
pregnancy. 

(c) Irritability of the bladder and incontinence of 
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urine nro often iirodiiceil by die placements of the iitcrua, 
BBpecially anteversion and anteflexion. 

Treatment. — Replacement and aiipport of tlie uterus. 

(rf) Leuoorrficea ia generally due to a congestion of 
the vaginal mucous membrane; it is more annoying in 
tlie latter half of pregnancy, and although it generally 
does not entirely disappear until after delivery, the dis- 
tress which it oecasionB may be greatly relieved. 

Tr ea/wi en i.— Removal of pressure, cleanliness, vagi- 
nal douches (carbolic acid, boracic acid, chlorate of 
potassium, chloride of sodium, alum, borax, zinc), medi- 
cated tampons. 

{e) Pruritus vulvae is of frequent occurrence, and may 
be very annoying; it is a result of leucorrhtea, varicose 
veins, or oedema of the vulva. 

Treatment. — Removal of pressure, treatment of the 
Icucorrhcea, sedative applications; in obstinate cases 
nitrate of silver or corrosive sublimate locally applied. 
Bromide of potassium is useful to allay the nervous irri- 
tability. 

4. OF THE NERVOUS SYSTEM.— The disorders 
of the nervous system are: S/eep/essness; neuralgias; 
paralynfH; chorea; affectiuna of the respiratory organs; 
affectiuna of the circulatory organs. 

(a) S lee plea StieBS requires hygienic surroundings and 
use of the bromides. 

(b) Neuraigies of the face, mammiB, and uterus are 
common. 

Treatment. — Attention to the health and teeth ; 
quinia, morphia, iron, sedative applications, 

((■) Paralyses of pregnancy arc generally either hys- 
terical or ur^imic in origin- 



DlflUBDEBt) OS PBEUNANCY. 



Gt 



r dif 



(*?) Chorea Wiiy moke ita first appearance diiriii£r 
pregnancy, l)Ut most frequently ia n recurrence; it is 
sometimes fiitHl to both mother and fcetus. 

Treatment. — Aa in the non-pregnant condition the 
use of arsenic, the bromides, and iron. The induction 
of premature lahor may bo ncccswnrj-. 

(t^) Affections of the respiratory organs, im^hiding 
spasmodic cough and dyspna-a, are common disorders 
and may be very troublesome. 

(/) Affections of the circulatory organs, including pal- 
pitation and syncope, generally depend on the aniemic 
I'eondition of the blood, but may be due to pressure of 
le gravid uterus on the diaphragm. 

5. DISPLACEMENTS. OF THE UTERUS— The 
diaplacemeutaofthe uterus are: Prolapse ot procidenUa ; 
aTUeversion or anteflexion; retroversion or retroflexion. 

{a) Prolapse of alight degree usually exists during 
the first tlireo montlis of gestation. When prolapse or 
procidentia have existed before conception abortion 
usually results. At the fourth month the uterus begins 
to ascend and soon rises above the brim of the pelvis, 

(/') Anteveraion or anteflexion in the early months 
may causa irritability of the bladder. In the latter 
months they sometimea cause aeparation of the recti 
muscles and produce the penduloun aMonifn. 

(c) Retroversion op retroflexion. Proguancy rarely 
oecura in ft retrovortod uterus, so that this condition if 
present ia generally au accident coming on after preg- 
nancy has commencecL Retroflexion does not interfere 
with conception, but abortion is liable to follow. 

Theso displacements are the results of previous 
uterine disease, fulls, distended bladder or pressure from 
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above {corsets, etc.). If abortion does not occur, the 
displacement ia in the majority of cases corrected by 
the uterns rising out of the pelvis after the third month. 
There are on record a few cases in which the retroflex- 
ion, continued until full terra, one of Oldham's* in which 
he delivered a dead child, another occnrriiig more re- 
cently in the practice of Prof, William S. Stewart,t of 
PLilftdelphia, in wjiieb a living child was delivered, 

CHAPTER V. 
DISEASES OF PREQNANCY. 

The diseases and accidents liable to complicate preg- 
nancy are as follows ; Intercurrent disea^s ; pathologi- 
cal condilions of the decidual ovum, and/celuu; aborlioriy 
miscarriai/e, and premature labor. 

I. INTERCURRENT DISEASES.— The pregnant 
woman is liable to all diseases acute or chronic; llio 
influences of these ujion the mother ami foetus vary 
greatly. 

(i) Continued fevers (lyjihoid, lypbus, relapsing), 
usually induce abortion, 

(6) Eruptive fevers (smallpoj-, scarlet /ever, measles), 
may cause abortion; the first is a grave complication, 

* London ObnWtrlual Society's TrauBactiors, toI. 1, 
t " The ImpiirtHiice of coralul (liagnuaiB or pregnancy, witb tho 
hlBtury of B case of retroflcxioQ going to Tull term." Rend before 
the Obfitetrlea] Bectioa of tliB XInth Intern utiuual Mcditul Congress, 
held In Washington, D.C., September, 1887. 

Thli CttHB had previously been diaenoscd b,v Mveral phyBlclana 
"uterine fibroid, "Bud n duyflKwlfor an operation for its renrnvul. 
The pntlent toniing unilcr the notieo of ProfcBaor Btcwart the retro- 
flexion wue dlecovered when it was tog late fur rcplwemeut with safety 
10 the Itctua , 
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but the latter, unless ecere, are of little consequence as 
far us tlio mothei'M liiij is concernc-cl. 

(c) Pulmonary diseases, Acule jmeumonia is usually 
fiital to mother ami fu.'tiis. 

Phthiins is usually a preventive of pregnancy, but 
pregnancy doea not, as is generally supposed, retard the 
progress of the disease ; on the other hand, it is said to 
favor its development when there is an hereditary ten- 
dency. 

(d) Cardiac disease, whether previously existent or 
coming on during pregnancy, i3 a grave complication, 
the distress and danger being more marked in the latter 
months. 

(n) Syphilis, although liable to induce abortion or 
premature labor, is without immediate danger as far as 
the mother's life is concerned. 

It is during the secondary stage of the disease that 
abortion is most likely to occur, the syphilitic woman 
who becomes pregnant being more liable to abort than 
one who is pregnant and contracts syphilis; if the inocu- 
lation has occurred alter the fourth month the danger 
to the fcctus is slight. 

(/) Jaundioe, Simple jaundice is quite common 
during the latter months of pregnancy. 

The malignant variety may occur earlier in pregnancy, 
and depends upon structural disease of the liver which 
is accompanied by acute yellow atrophy ; it results in 
almost certain death. 

(f/) Carcinoma uteri, in the early period of the dis- 
ease, does not prevent conception. The growth may 
become great enough to interfere with natural delivery, 
but this ia not a common occurrence. 
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2. PATHOLOGY OF THE DECIDUA, OVUM, AND 
F(ETUS :— 

(a) Endometritis. Inflammation of the uterine mu- 
cous membrane may be acute or chronic ; the former 
variety, which is caused b}'^ acute febrile diseases, is 
characterized by hemorrhage and usually followed b}'' 
abortion ; the chronic form is usually the result of an 
endometritis existing previous to pregnancy, and 
although it does not always induce abortion the liabil- 
ity is increased. 

The decidua is usually much thickened, its internal 
surface may be studded with polypoid growths, and there 
is generally a process of fatty degeneration going on. 

(b) Hydrorrhoea gravidarum. An intermittent dis- 
charge of a watery fluid from the pregnant uterus ; the 
fluid, which collects between the chorion and the decidua, 
is probably the result of a catarrhal endometritis; it 
occurs most commonly in multigravidae, commencing 
about the third month of pregnancy. 

(e) Hydatidiform degeneration of the chorion, or 
vesicular mole. A disease of the chorial villi, the result 
of death of the embryo and transference of the develop- 
mental energy to the villi of the chorion, or of maternal 
disorders, such as endometritis, syphilis, etc. The 
growth of the mole is rapid, and in a short space of 
time the enlargement may be very great ; at about the 
third month profuse watery and bloody discharges make 
their appearance, and portions of the cysts may come 
away. As soon as it is recognized the entire mass should 
be removed, otherwise, it may remain in the uterus for 
months or years. 

(d) Diseases of the placenta. Inflammation, atrophy, 
fatty degeneration, hemorrhage, oedema. 



The possibility of the occurrence of iu flam mat ion of 
tlie placenta, although it has been denied by some, ia 
now generally believed ; the nsual result of such inflam- 
mation is atrophy of the pliicenta followed by death of 
the fcetus. Fatty degeneration is a result of death of 
the foJtus or of maternal disordei-a which interfere with 
its nutrition (syphilis, etc.)- The degeneration may be 
partial or complete; if it ia at all extensive tiburtlon 
will follow. 

Hemorrhage is nsuallj' the result of inflammation ; it 
rarely occurs, but if the effusions are large the pressure 
which they cause may interfere with the nutrition of the 
fcetus. 

(Edema may be due to maternal or fa3tal disorders ; 
among the former may be mentioned general wdema of 
albumiimria,ascites from hepatic obstruction, etc.; among 
the latter, excessive secretion of amniotic liquor, obstruc- 
tion of the fintal circulation. 

(e) Hydramnion or polyhydramnios. An excessive 
secretion of amniotic liquor (more than two quarts). 
Various causes for this have been assigned, such as in- 
flammation of the amnion, morbid conditions of the 
decirlua, disturbance of the maternal or fcetal circula- 
tion. It occurs once iu about 150 pregnancies; usually 
it does not commence before the fifth or sixth month, 
but very soon causes marked distension of the abdo- 
men and an exaggeration of the ordinary discomforts. 
The prognosis for the foetus is unfavorable. 

(/) Diseases of the fcehis. Of those transmitted 
from the parent syphilis is most common and at the same 
time most fatal. Fietal syphilis may be transmitted from 
the father alone, from the mother alone or from both 
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parents; nnd the mother may become affected through 
the embryo. 

If the mother be inoculated at or near the time of 
conception the infection of the ftetus is almost certain ; 
if, however, she contract the disease at an advanced 
period of pregnancy (after the sixth month) the fcettis 
may escape. 

When either or both parents are syphilitic, abortions 
are the rule, each product of conception being lost at a 
later period, until finally one may be alive at birth. A 
eyphilitic child, if born alive, is small, poorly developed, 
has a hoarse cry and the well-known snuffles, and is 
covered with a characteristic eruption (usiially pem- 
phigus), which ia more marked upon the hands and feet. 

Ivlra-ulerine ampnlalions are due to constrictions by 
amniotic bands or by coils of the umbilical cord, 

(g) Death of the fetus. After its death the fcetus is 
usually espcUeil from the uterus in two to fifteen days; 
if it is a twin pregnancy and one fcctus dies, both are 
commonly retained until the living one has matured ; 
even in single pregnancies the dead ftetus may be re- 
tained a considerable time and undergo various changes. 

In the early months it may liquefy and leave no trace 
of its existence; or degeneration of the chorial villi may 
occur and result in a " mole pregnancy " {vesicutar ■moU) 
which may be retained within the uterus for some weeks, 
giving rise to attacks of pain and hemorrhage until it is 
expelled ; when there has been an estenaive extravasa- 
tion of blood beneath the decidua so that the latter is 
torn through and clots have formed between it and the 
chorion or even in the cavity of the amnion, the ovum 
may be retained for a considerable time, during which 
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the coagulated fibrin, membranes, find placenta uinlerp:o 
Bocondary changes which lea(i to the formation of another 
variety of "mole pregnancy" (Jleshy mole); these fleshy 
moles are often retained for many weeks after death of 
the embryo or fcetua, and give vise to the attacks of pain 
and hemorrhage which have been mentioned above, 

Mummijication may occur in a frotiis of three or four 
months if the membranes have not been ruptured; 

[h) Missed labor. A term applied to those cases in 
which a dead fietus is retained in the uterus beyond the 
period when preij;nancy ordinarily terminates, 

3. ABORtIoN, MISCARRrAGE, AND PREMA- 
TURE LABOR.— By lUiurtion is meant the expulsion of 
the ovum during the first tliree months of pregnancy, or 
liefore the formation of the placenta ; by miscarriage, the 
expidsion of the fuetus between the fourth and seventh 
months, or before the period of viability ; by premature 
labor, the expulsion of the fcetua between the seventh 
and ninth months, or between tlie periods of viability 
and full term of gestation. 

The terms abortion and miscarriage are used, as a 
rule, without regard to the distinction just made. 

Abortions are most common in miiltiparffi (twenty- 
three to three). About ninety per cent, of married 
women who live to the menopause have aborted. The 
relative frequency of abortions and deliveries at full 
term is, according to some, one to eight or ten; accord- 
ing to others, one to five. 

Women who have aborted once are more liable to a 
recurrence, either on account of the existence of the 
original cause or from an irritable or diseased condition 
of the uterus thus acquired. Abortions most frequently 
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occur during the first three months iit times eorrcapoild- 
iiig wUb the menuti'UHl How, iinil p^rticnhirly toward the 
end of the tliird month when tlie placental circulation is 
being established. Before thia period the ovum genernlly 
comes away entire, and ou this account may cause hnt 
slight disturbance. Later the plftcont.il adhesions are 
firm and are sometimes separated with difliculty, causing 
rialcs of hemorrhage and septicaemia. 

(a) Causes. These may be classified as paternal, 
maternal, and ovular. 

Paternal causes, although disregarded hy some autho- 
rities, are generally admitted to exist. Of these syphilis 
is the mo9t common, but tlie extremes of youth and old 
age and debilitated conditions are said to exert the same 
influence. 

Mnlernal causes are numerona, among them the fol- 
lowing are quite common: External violence; falls; lieavy 
lifting; compression by clothing or corsets; compression 
of a varioose limb; introduction of the uterine sound 
within the uterus; applications to the cervix; surgical 
operations, especially of the genital tract; coition; hot 
climate; hot baths; acute febrile diseases; syphilis; 
anxiety; friglit; shock; constant suckling of a child at 
the breast; excessive vomiting or diarrhcea; obstinate 
constipation ; the use of certain drugs (cathartics, laxa- 
tives, emetics, and emmenagogues) ; and morbid condi- 
tions of the uterus, such as inflammation of the uterine 
and cervical mucous membranes, irritability of the 
uterua, displacements (especially retroflexion), fibroids, 
and |)eritoneal adhesions. 

Ovular causes are diseases or imperfect development 
of the decidua, vesicular mole, phiccntal hemorrhage 
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and degencriitiona, excess of amniotic liquor, diseuaes 
transmitted from tlie parents, torsiou or compresBioa of 
the umbilicftl cord, death of the foetus, the latter being 
the most frequent of all causes and the result of one or 
more of the disturbances mentioned. 

(b) Symptoms. fl!;Tiiorr/(a!7e,8liglitorprofuBe, which 
may accompany ulerine conlrai;tionH and pains or be fol- 
lowed by them. When both hemorrhage and iwiiiia are 
present from the first there can be but little hope of pre- 
venting the abortion. Before the third month, as has 
been mentioned, the ovum generally comes away entire, 
without rupture of the membranes ; after the third month, 
in the majority of cases, the membranes are ruptured so 
that the faatus is expelled first, the placenta and mem- 
branes following in a short time unless there should be 
a retention of them. 

(c) Prognosis. The immediate dangers of abortion 
are hemorrhagf. &nA septicemia ; subinvoluiion,ce(lu litis, 
and eiidomeiritia are frequent results. 

The death-rate of criminal alKutions is high; of those 
resulting from unavoidable causes it is said to be but 
little less than that of labor at full term. 

('() Treatment. Prophylactic; of threatened abor- 
tion; of inemlable abortion. 

Prophylactic. Removal of cause (endometritis, re- 
troflexion, syphilis, etc.); rest in bed, especially at times 
corresponding with the menstrual periods; removal of 
all compression ; avoidance of sexual intercourse. 

Thrpniened abortion. If the hemorrhage be not 
severe, if the amniotic liquor has not escaped, if there 
be but slight dilatation of the os, and little or no pain, 
the abortion may be prevented. Rest in bed, light and 
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unstimiilating diet, avoidance of Lot drinka, restoration 
of the uteruH when displaced, anodynes (morphia, etc.), 
are indicated. 

Inevitable ahortion. When the os is dilated and the 
ovum can l(e felt presenting at it, when the amniotic 
liquor haa escaped, or when the hemorrhage is excessive 
and aeeompauied by severe pain a, abortion may be re- 
garded as inevitable. Where such is the case arrest of 
the hemorrhage and evacuation of the uterus are the 
two steps indicated. 

The means employed to effect these are tampons in 
the vagina and cervix, unless the ovum itself aets as a 
ping (tampons should not be introduced when there is a 
hope of preventing abortion, when used they must be 
changed every eight or twelve houi-s). Ergot, when the 
08 is well dilated ; the finger for removal of the present- 
ing part ; forceps ; curettes, etc., for the removal of re- 
tained membranes, placenta, or portions of ftctus. 

Rest in bed for several days should be insisted on, 
and during the entire period attention to cleanliness is 
most essential, symptomatic treatment being meanwhile 
employed. 





CHAPTER I. 
PHENOMENA OF LABOR. 

Labor usuiUly ocours at a limo corresponding with 
thu tenth menstrual periad after conceptiou. 

I. CAUSES.— The fullowing causes of labor, none 
of which are entirely sattafactory, have been assigned. 

(a) The efforts of th« foituB and snpposed changes 
in its vascular aystem or ita vaiions organs were for a 
long time considered by the old obstetricians the causes 
of the onset of labor. 

{h) Distension of the uterus to n certain degree is said 
to be foUowe<l by a reaction in the form of uterine con- 
tractions ; in multiple pregnancies and excess of amniotic 
liquor tlie distension is often greater than at full term 
of norm.ll pregnancy ; but, even in tbese cases, although 
the liability is greater, abortions or premature labors do 
not always occur. 

(c) Fatty degeneration of the decidua is said to occur 
at the end of jjregnancy and cause detachment of the 
ovum; in order to expel the foreign body which the 
uterus would thus contain, uterine contractions com- 
mence. 

(,d) Irritability of the uterus, which is always more 
marked at tbo menstrual periods, especially during the 
early months of pregnancy, increases during the latter 
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months until the time of the tenth menstruation after 
coDceptioUjWht'u it is supposed to give rise to uterine 
contractions. 

(e) Changes in the placental circulation, by which the 
amount of venous blood in ita sinuses is increased, are 
thought to exert an influence in this direction. 

It is doulitful whether any one of the above is an 
invariable cause of the commencement of normal labor; 
Severn] of them acting together may influence its onset; 
but the actiise or immediate cause is the uterus itself and 
the contractions which it undergoes. 

2. MUSCULAR MECHANISM.— The expulsion of 
the child is effected, as hiis been mentioned, by the con- 
tractions of the uterus aiiled by the contractions of the 
abdominal muscles ; the former are not under the mother's 
control, the latter are only partly so. 

(a) Uterine contractions of Ibc paioless variety occur 
throughout pregnancy ; wlien labor commences they are 
accompanied by pain. 

These contractions are intermittent, the relaxations 
between them allowing the circulation which was tem- 
porarily checked to be re-established. The duration of 
one contraction varies, the average time being less than 
one minute; at the commencement of labor they are of 
short duration and separated from each other by n con- 
siderable interval (one-half hour); but as the period of 
delivery approaches they become more frequent and in- 
tense (one to iive minutes apart) and cause dilatation of 
the OS. 

It was supposed by some that the contractions began 
in the cervix and passed gradtiallj' upward to the fundus, 
returning to the cervix; now it is believed that their on- 
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gin \6 nt the fimdus, and that they puss dowtiwiii'd in a, 
wave-like motion to the ctrvix. 

During contraction the uterna becomes more globu- 
lar, its transverse diameter is diminbbed, and its antero- 
posterior increased ; the cervix becomes dilated and 
thinned, while the body and fundus are thicliened. The 
broad and round ligaments also contract, the latter, by 
their conli-actiona, drawing the fundus forward against 
the abdominal wall. 

(6) Abdominal oontraotions add force to the uterine 
action in etfecting expulsion; at first the efforts are 
voluntary, but finally, like the uterine contractions, 
they cannot be controlled by the patient. 

fc) Labor-pslns vary greatly iu their intensity in 
different women; during the first stage of labor the 
pains come on with the uterine contractions and disap- 
pear with them; they are felt over tlie sacrum from 
wliicli they radiate to tlie abdomen and thighs ; they 
are described as dull-aehing or grinding, being caused 
by compression of the nerve filaments during the con- 
tractions and to dilatation and stretching of the cenns. 
When the os is fully dilated the character of the pains 
changes; the expulsion or bearing-down pains then 
commence, and the suffering becomes more intense both 
on account of the pressure of the head upon the flaernl 
plexus, which causes the pains and cramps in the thighs, 
and on account of the stretching of the soft parts. 

3. STAGES OF LABOR.— The stages of labor are : 
Premonitory, first, second, third. 

(tt) Premonitory symptoms usually commence a week 
or two before delivery; sometimes, however, labor sets 
in suddenly without their occurrence. 
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On accouut of relaxation of the soft parta the iiterua 
sinks deeper into the pelvis, while the fimdus tills more 
forward, thus lessening the pressure above and relieving 
somewhat the respiratory and gastric disturbances. 

Another result of the " sinking " of the uterine mass 
is increased pressure upon the lower pelvic contents and 
consequent irritability of the bladder and bowels, difli- 
cult walking, hemorrhoids, and increased cedema of the 
lower extremities. 

The uterine contractions may become manifest to 
the woman herself, and may be accompanied by occa- 
sional slight pains; the pains, or painful contractions, 
may become so severe that labor is thought to have set 
in, but it will be found that these " false pains," as they 
are called, which are felt most in front, have no etTect in 
dilating the os, and are kept up by some local irritation. 
An enema will often cause their disappearance. 

During this stage a j-eaf shortening of the cervix 
generally occurs and indicates commencing dilatation; 
the mucous discharge from the cavity of the cervix 
becomes more abundant, and may be tinged witli blood 
from the lacerated capillary bloodvessels ; the external 
genitals are swollen and moistened by their own and the 
vaginal secretions which are poured out in greater quan- 
tity. 

(6) First stage. The first stage, called that of dilata- 
tion, is from the commencement of effective pains till 
complete dilatation of the external os. 

The dilatation is effected in three ways — ^by mechani- 
cal stretching by the amniotic liquor contained within its 
sac (or in the absence of this by the presenting part of 
the fa?tus) ; by contraction of the longitudinal muscular 
fibres; by relaxation of the circular fliires. 
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During this Btage the womiiu is generally able to be 
about ; as diiatatiou advances the pains recnr at aliorter 
intervals aud become more severe ; the temperature is 
elevated, and during each pain there is an acceleration 
of the pulse; the genitals are covered with a very 
copious secretion which lubricates and relaxes them, 
and also indicates a rapid termination of labor ; the 
membranes protrude farther during each pain and may 
extend to the vulva, but should not rupture until the 
diktation is complete. Sometimes they remain intact 
until the head has passed the vulva, when the child is said 
to be born with a" caul;" in rare cases the ovum is expelled 
entire. If rupture do not occur when the dilatation ia 
complete labor is generally delayed ; when rupture oc- 
curs all of the fluid does not immediately escape, but 
continues to ooze out at the commencement of each 
pain, and some is usually retained until after the birth 
of the child. At the termination of the first stage of 
labor the cervix and vagina form a continuous canal. 

(c) Second stage. The second stage, called that of 
expulsion, ia from dilatation of the external os till com- 
plete extrusion of the child, If the membranes rupture 
■when the dilatation is complete the character of the pains 
ia entirely altered; at first there is a short cessation;then, 
assistedbytheabdominal contractions, moi-e powerful and 
prolonged pains of a bearing-down nature come on, follow- 
ing each other in quick succession until the head is born. 
In order to aid in the expulsion the breath is held, the 
feet are involuntarily jilaced against some support, and 
the hands grasp anything that is within reach. After 
the exit of tlie head the body is generally expelled by 
the next pain; a gush of amniotic liquor mingled with 
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blood immediately follows and terminatea the SGCOod 
stage of labor, 

(d) Third stage. The third stage, cnlled that of the 
after-birth, is from expulsion of the child till complete 
extrusion of placenta and membranes. 

During the first part of this stage the pains cease for 
a short time, but with the uterine contractions they 
commence again, continuing with intermissions until 
the placenta and membranes have been expelled into the 
vagina or through the vulva; if left to itself the placenta 
IB usually expelled spontaneously with little hemorrhage, 
its lower margin coming first. If traction htks been 
made on the cord it generally comes down with its fcctal 
surface foremost, and by suction on the uterine vessels 
causes blood to be poured out from them. By detach- 
ment of the placenta the maternal vessels are torn across, 
but hemorrhage is prevented by the formation of clots 
and by the uterine contractions. 

At the termination of the third stage of labor the 
uterus should be firmly contracted bo that it can be felt 
in the hypogastric region about the size of a fcctal head. 

For several hours or days, especially in multiparse, 
alternate contractions and relaxations are liable to occur 
and give rise to the so-called "after-pains." 

4. DURATION OF LABOR.— Labor is usnally 
longer and more difllcult in primt[iarie than in multi- 
parse; also in primiparro beyond the age of thirty years 
than in those under tliat age, and with male than with 
female children. 

The usual duration of labor in primtparte ia probably 
twelve to twenty hours ; in multipara, six to ten hours. 
The first stage is longer than the secoud, the relation 
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wliioh tbey bear to each other being variously estimated 
at from one to two, to one to four or five. 

Tbe second and third Btages of labor may be com- 
pleted at the same time by the immediate expulsion of 
the after-birth ; the third stage usually terminates in 
about twenty minutes after the Beconcl,but may be greatly 
prolonged. 



CHAPTER II. 
MECHANISM OF LABOR. 

The presentations of the frotus at the pelvic brim may 
be classified aa three, viz: presentation of the head; 
presentation of the pelvis; preseiitation of the trunk 
(transverse presentation). The number of the positions 
of each presenting part is four, and corresponds with 
the number of quadrants into which the pelvis is divided 
by antero-posterior and transverse lines, the name being 
the same us that of the quadrant in whicli it lies. 

I. PRESENTATIONS OF THE HEAD—Head pre- 
sentations are diagnosed by abdominal palpation, by 
hearing the fcetal heart-sounds below the umbilicus, and 
by the vaginal touch. 

There are three varieties of head presentation : of the 
vertex or occiput; of tbe face; of the brow. 

(a) Vertex presentations occur in about ninety-flve 
per cent, of all cases of labor. The antero-posterior 
diameter of the head enters the pelvis at the brim in 
either a transver.se, an oblique, or an intermediate di- 
ameter with the occiput anterior or posterior; in the 
cavity it occupies an oblique diameter. 

The positions of the vertex arc four, being named 
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according to tUe pelvic quadrant in Tvliicli the occiput 
lies. They are as follows : — 

I^rst Poisilion or Left Occipito-Anierior (l. 0. a.). — 
The occiput at the left nee tabu lum. 




Second Position or Right Occipito-Anterior (r. o. a.), 
— The occiput at the right acetabulum. 




Third Position or ICigJit Occipilo-Foslerior (r. o. p.) 
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— TliB occiput at the right sacro-Uiac joint. (The reverse 
of the first position.) 




Third or Tighl DcclpIto-poMcrlor piBllioi 



Fourth Positiov or Left Occipito-Posterior (l. o. p. J. 
— The occiput at the left sacro-iliac joint. (The reverse 
of the second position.) 




Fic. 39.— Vertex praentation. Faunh oi left «:dpllO'p«teiii>r poiiiion. 

The first position is the one usuully met with ; the 
foartb is least common. 
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The movements undergone by tlie head in its expul- 
sion are as follows ; {Ijjiexioti, (2) rfescenf, (3) internal 
rotation, (4) extension, (5) external rotation, the latter 
movement being followed by (6) expulsion of the body. 

Flexion is a. bending of the chin toward the chest to 
accommodate the fostal head to the canal of the pelvis 
by substituting a shorter diameter — the suboccipito- 
bregmatic, for a longer one — the oeci pi to-frontal. 

Descent accompanies and follows flexion, the antero- 
posterior diameter of the head being in the oblique 
diameter of the pelvis. 

Internal ro(a(ion is a movement of the Lead and trunk 
from the oblique to the antero-posterior diameter ; always 
in first and second positions, and usually in third and 
fourth positions the occiput turns in front under the 
pubic arch. 

Extension is the result of the head being pushed 
against the resisting perineum; the neck is fastened 
under the pubic arch, and while the pressure from above 
and below is continued the head is rolled out of the vul- 
var opening. 

External rotation is a turning of the head from the 
antero-posterior to the transverse position after its ex- 
pulsion and as soon as the uterine contractions are re- 
newed. The occiput rotates to the side at which it 
originally was. 

Expulsion of the body ia usually effected by the next 
pain; the sub-pubic shoulder makes its appearance first, 
but, as a rule, the posterior one is first disengaged. 

(b) Face presentations occur once in about 250 labors. 
They are due to a backward extension of the head the 
reverse of flexion, the extension being the result of 
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eithor lateral uterine obliquity, pelvic narrowing, cn- 
Iftrgemcnt of the neck and tliorax or unusual size or 
shape of the head. 




Face preBentationa are diagnosed with certainty by 
the vaginal touch. 

The positions of the face are four, being named ac- 
cording to the pelvic quadrant in which the forehead 
lies. (They are sometimes named from the position of 
the chin.) 

First Ponilion or Left Fr onto- Anterior (right mento- 
posterior) The forehead at the left acetabulum. 

Second Position or Bight Fr onto- Anterior (left mento- 
poBterior). — The forehead at the right acetabulum. 

Third Position or liighl Frottlo-Poslerior (left mento- 
anterior). — The forehead at the right sacro-Uiac joint. 
(The reverse of the first position.) 
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Foiirlh Poni/ion or Li^fiFro'i to- Posterior (right mento- 
anterioi').^TLe lorelieftil nl llie li'ltsftcro iliac joint. (The 
reverse of tlie second position.) 

As in positions of the vertex, the first poaition ia the 
one nsually met with; the fourth is least common, 

The movements undergone closely correspond with 
those of the vertex ; they are as follows : (IJ Extension, 




(2) descent, (3) internal rotation, (4) fiecoion, (5) ex- 
ternal rotation, (6) e3:pulinon of the body. 

Labor in face presentations will generally terminate 
naturally, hut in the majority of cases the prognosis foi 
the child is unfavorable. 

(c) Brow presentation is an intermediate between 
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flexion find extension or presentntion of tlie vertex and 
tbiit of tbc fiiec. 

It usually exists as such at the pelvic brim ; Trhen 
the head enters the pelvis either flexion or extension 
must occur before delivery can be effected, as it is the 
largest diameter of the head that is engaged. (The 
ocei pi to-mental diameter.) 

The heail may be arrested in this position ; assist- 
ance will then be required. 

Brow presentations arc diagnosed by the vaginal 
touch, the anterior fontanelle, orbit and root of tlie nose 
being easily distinguished. 

2. PRESENTATIONS OF THE PELVIS. — Pelvic 
presentations are diagnosetl by abdominal pali>ation, by 
hearing the foetal heart-sounds on a level witii or above 
the umbilicus and by the vaginal touch ; they occur once 
in about thirty to forty labors and are more common with 
premature births, hydrocephalic or dead fcetuses, with 
excess of the amniotic liquor, contractions of the pelvis 
and laxity of tlie uterus and abdominal walls. Tlic 
results to the mother are not unfavorable; but the infan- 
tile mortality is much higher than in preseutations of 
the vertex. 

There are two varieties of pelvic presentation : Of 
the breech; of the foot or knee. 

(a) Breech preseniafrons. About 60 per cent, of 
pelvic presentations are of the breech. 

The positions of the breech are four, being named 
according to the pelvic quadrant in which the e 
lies. 

First Position or Left Sacro-Anterior. — The sa 
ftt the left oeotabulnm. 




Third Position or Right Sacro-Posterior. — The 
sacriim at the right sacro-iliac joint. 

Fourth Poidlion or Left Sac7-o-Poslerior. — The eacrnm 
at the left Baero-iliac joint. 

The first puBitioii is the most common of these. 

Tlie movements undergone are as follows : (I) Com- 
prension of the pelvis, (2) descevi, (3) ivternal rota- 
tion, (4) delivery of the body, (5) external rotation, 
(S) exptilaion of the hp.ad. 

(6) Foot or knee presentations often occur with those 
of the breech, dcUvery being accompliBhed in the same 
way. 

In making examination by the touch the foot may be 
mistaken for the hand ; it should be remembered that the 
toes are shorter and all in the same line, that the great 
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toe cannot bo brought in apposition with the otiiera as 
the thumb can with the fingpra, that the foot is larger 
and narrower, the outer border being thin and rounded 
while the inner is thick and hollowed. The knee may 
be mistaken for the elbow, but is distingmshed by its 
larger size and by the patella. 

3. PRESENTATIONS OF THE TRUNK (transverse 
presenlalions). — Transverse presentations are diagnosed 
by abtiominal palpation and by the vaginal touch ; they 
occur onee in about 260 labors, and are more common 
with premature or dead children, with excess of amniotic 
liquor, pelvic deformities and laxity of the uterus with 
increase in its transverse diameter. 
The prognosis for both mother and child is more un- 




Via. 33.— Preaentation of tbe riebl shoulder wilh Ibe arm biaslnE down. 

favorable than in face presentations; natural delivery 
by spontaneous version or evolution is rarely accom- 
plished, and an early interference is therefore necessary. 
In nearly all cases of transverse presentation the 
shoulder occupies the pelvic brim ; the elbow or hand 
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mny come down and protrude from the vulva. When 
the hand prcaenta tlie poaitioa of the fcetus can be de- 
termined by finding out which hand it is ; if it be the 
right, aud the palm turn upward, the thumb wUI point 
to the right side of the mother, and vice versa. 

The positions of the trunk are generally elaasified as 
two ; they depend on the relation of the back of the ftetus 
to the abdomen of the mother, and are known as dorso- 
anlerior and dorso-posterior ; the former is the moat 
common of these. 

Tailing into account the iliac fossa in which the head 
lies, these may be enbdivided into four positionB as fol- 
lows : — 

First Position or Left Dorso- Anterior. — The back at 
the left acetabulum. 

Second Position or Bight Dorso- Anterior. — The back 
at the right acetabulum. 

Third Position or Might Dorso- Posterior. — The back 
at the right sacro-iliac joint. 

Fourth Position or Le/l Dorso-Poslerior. — Tlie back 
at the left sacro-iliac joint 

In spontaneous evolution the movements undergone 
are as follows: (1) Compression 0/ the shoulder, (2) 
descent, (3) internal rotation, (4) delivery of the 6ody. 
(5) external rotation, (6) expulsion of the head. 

CHAPTER in. 
MANAGEMENT OF NORMAL LABOR. 
When the accoucbonr is summoned he shonJd go at 
once ; by prompt attendance ho may prevent 
accidents to both mother and child, or have a 




better 
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oiiportunity for correcting any mal presentation that may 
cxieit. 

The foUowiDg articles ru.iy l>e required, and should 
if possible be taken along: Obstetric forcepB; a pocket 
case of inatrumenta ; a catheter ; needles (curved or 
straight) ; a needle holder ; silk or wire for sutures ; a 
hypodermic syringe; a stethoscope; Bumea' dilators; 
ergot ; ether ; cliloroform ; chloral ; morphia ; Monsel's 
solution of iron. The syringe (vaginal and rectal), scis- 
Bors, thread, and abdominal bandage are usually fur- 
nished by tlie patient or nurse. 

The room should be airy and quiet, the bed of easy 
access and not too low; the bedding firm (not feather) 
and protected by a waterproof sheet (rubber or oil- 
cloth), or, in the absence of this, by sovenil thicknesses 
of paper, either being covered with a blanket or cloths 
which will absorb the discharges. 

The patient should be in her ordinary night dress, 
underneath which a special petticoat is worn ; while out 
of bed the night dress is covei'ed by an outside wrapper, 
but when delivery approaches the latter is removed, the 
night dress tucked up under the arms, and the petticoat 
lefl to cover tlie patient. The position of the patient 
when in bed varies in different countries, the usual ones 
being on the back or on the left side. 

On the back the progress of labor in the first stage 
is more I'apid, as the weight of the child, assisted by 
more eflTective abdominal contractions, stimulates the 
uterus to greater action. 

On the left side the exposure is less, the right lateral 
obliquity is overcome, the pressure upon the perineum 
is less, and the risks of its rupture diminished. 
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Btforc the bead haa reached the pelvic floor, the 
dorsal position between sitting and lying ia altogether 
the moat favorable; during expulsion, a kneeling or 
squatting position ia the most efl'ective, but attended 
hy greater risks to the i>erineum. 

I. EXAMINATION OF THE PATIENT— The lying. 
in room should not be entered abruptly, uor, when there 
is nothing urgent, should au immediate examioatiou be 
made. 

The presence of the accoucheur usually causes a 
temporary cessation of the pains; during this time he 
may inquire when the pains commenced, of their fre- 
quency, character, and situation, of tlie presence of a 
" show," of the state of the bladder and bowels, of the 
character of former labors — if the patient is not a primi- 
para — and of her condition during the present preg- 
nancy. 

Having secured the confidence and consent of the 
patient, an examination may be made. The hands 
should first be washed in warm carbolized water, for 
cleanliness and to increase the delicacy of touch. If 
possible, an examination of the abdomen by palpation 
and auscultation should be made, in order that the posi- 
tions of the uterus and fcetus and the presence of fietal 
life may be ascertained. 

The vaginal examination is generally commenced 
during a pain, but should be continued during the in- 
terval of the pains; it is conducted in the usual manner 
with the patient on her back or left aide. 

The object is to discover the condition of the va- 
gina; the capacity of the pelvis; the state of the cervix 
and OB (soft or dilated) ; the condition of the membranes 
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(whether ruptured or unruptured) ; the presentation 
aud the position. 

If the membranea are intact, great care is oecesBary 
to avoid their rupture ; before their rupture it ia difD- 
eult to ascertain the exact position of the vertex, whicli 
is usually the presenting part in a normal case ; as soon 
as rupture has occurred the fontanelle (usually, the pos- 
terior) and sutures can be distinctly felt. 

In addition, the following information should be ob- 
tained by the examination: — 

Whether there is a condition of pregnancy; 

Whether labor has commenced; 

Whether it is the first or second stage of labor; 

Whether the presentation and position are normal; 

Whether the patient can be left for a while with 
safety. 

A guarded opinion should invariably be given as to 
the probable duration of the labor ; if the pains are in- 
frequent and weak, and the cervix is rigid and but 
slightly dilated, a considerable delay may be expected, 
and the attendant may leave for a short time. 

2. FIRST STAGE OF LABOR.— During this time 
the patient should be eneoui'aged to remain out of lied, 
to sit, stand, or walk about, but not to exhaustion; if 
she lie it should be on her back. An occasional vaginal 
examination should be made to note the progress and 
general condition ; these should not be too frequent, nor, 
as a rule, should any assistance in the dilatation of the 
OS be attempted. The patient should be restrained 
during this stage from all bearing-down efforts ; the 
urine should be passed from time to time, and, on 
account of the patient's frequent desii'eB in this direc- 
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tii>n,the attendtint should occasionally ribsent himself 
from tlie room; if there is rftCDtion of urine it will be 
necessary to aae the catheter; the bowels should bo 
evacuated, and for this purpose an enema is usually 
given; an occasional vaginal injection of some antiseptic 
solution should be used. 

Toward the termination of the first stage the patient 
should undress and lie upon the bed. 

When the dilatation is complete the membranes 
usually rupture, part of the amniotic liquor pours out, 
the head descends, and on renewal of the pains the 
second stage of labor begins; if rupture does not occur 
at this time the labor may be considerably delayed. 
and to avoid this, artificial rupture should be resorted to 
during a pain by means of the finger nail or with some 
pointed instrument. 

3. SECOND STAGE OF LABOR.— During this time 
the patient usually remains in bed, but change of posi- 
tion and occasional sitting up if desired may be allowed. 
. The customary position being on the left side with the 
knees drawn up, the nates parallel to the edge of the 
bed, and the body lying across it, the feet should rest 
against the foot-board while the hands may grasp a towel 
or sheet tied to the foot of the bed. 

As soon as the membranes are ruptured a vaginal 
examination should be made, the exact position of the 
head or presenting part ascertained, and any malposi- 
tion or prolapse of the cord or of the extremities cor- 
rected if possible. 

Duringthis stage the examinations should be much 
more frequent than during the first, and the patient may 
be urged to " hold her breath"and "bear down" while 
the feet are supported and the bands pull on the towel. 
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In the mtervftla between tlie pnina the anterior lip of 
the oa uteri, should it become engaged between the head 
and the pubic bone, mny be pressed up and held during 
the nest contraction or until the head has passed be- 
yond it. 

Too rapid descent or expulsion of the head should 
be avoided that there may be leas riak of rupturing the 
perineum; when the perineum is distended the patient 
should cease all voluntary cHorta, and attempts may be 
made to preserve it intact by pulling the perineum for- 
ward over Hie head by means of two fingers in the rec- 
tum, pressure being at the same time made by the thumb 
upon the head in order to restrain its progress. 

Another method, as effective and less repulsive, is to 
push the perineum forward over the head by the thumb 
and finger placed on either aide of it, the pressure upon 
the head by the tips of tlie fingers being kept up as before. 

When rupture seems inevitable, episeotomy, tlie 
making of lateral incisions through the vulva, is recom- 
mended liy some authorities; many others are ojiposed 
to the oi}eration. 

As soon as expelled the head should be supported by 
the right hand and its rotation assisted; it should be 
ascertained whether the cord surrounds tlie neck, and, 
if 80, it should be gently drawn over the head ; if this is 
dot possible, and tlioreis dangerof choking tlie child, it 
may be quietly ligatcd in two places and divided be- 
tween them. With a recurrence of the contracticns and 
pains the shouldera are usually delivered, and in many 
Instances are the cause of rupture of the already weak- 
ened perineum. 

In delivery of the body little or no force should be 
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employed, but modemte pressure may be made upon tiie 
abdomen that the uterus may contract as its contents 
are expelled. 

Ergot by the month or hypodermically is sometimes 
given at this period in order to assist in the permanent 
contraction of the uterus, and to prevent posl^arlum 
hemorrhiige. 

Unless there is immeiliatc necesBity for its use, the 
adminii^tration, if made at all, should be deferred till 
after removal of the placenta. The child's mouth having 
been cleaned of secretions, it should be allowed plenty 
of air, and, if necessary, respiration may be assisted or 
excited by friction upon the chest, a dash of cold water, 
or, in extreme eases, by artificial respiration. 

A strong and bealtby child begins at once to breathe 
and usually cries; in suchcnses it is tbe practice of some 
to ligate the cord immediately, but it is better to defer 
this until the pulsations cease or become feeble (one to 
five minntes), as the child is receiving an additional sup- 
ply of blood during this time. 

The ligature commonly used consists of several 
strands of strong thread tied together at both ends ; it 
is applied about one and a half to two inches from the 
umbilicus, and after division of the cord with scissors 
one-half inch beyond this point, for greater safetj', a 
second ligature may be applied near the cut end, the clots 
and gelatinous contents having been first pressed out. 

It is unnecessary, except for cleanliness, to ligate the 
placental end of the cord unless the bleeding be profuse 
or a twin fo?tus remain in the uterus. 

4. THIRD STAGE OF LABOR.— The proper man- 
agement of this stage of labor is most important ; the 
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duties of the attendant are : to guanl against Uemnr- 
rhnge; to promote uterine contractions ; and to further 
the expulsion of the placenta. 

The patient should lie on her bock, and till the pains 
return should be allowed to rest, the condition of the 
uterus being carefully noted by geutle abdominal pres- 
sure. 

Traction on the cord should be avoideil unless the 
placenta he detached and in the vagina. In the majority 
of cases tlic uterine contractions recur in ten to fifteen 
minutes, when the placentit is expelled without assist- 
ance and witii slight loss of blood. 

The method usually employed, whether there he re- 
tention of the placenta or not, is known as Crede's ; it 
is practiced as follows : — 

When the contractions begin to recur stimulate them 
by gentle pressure and friction over the fundus and body 
of the uterus; when active contractions commence grasp 
the hard fundus with the hand and compress it between 
the thumb and fingers, at the same time making down- 
ward pressure upon the organ. 

By the use of this method during a single pain, or 
during several successive ones, the placenta is detached 
and expelled into the vaginaj if the pressure be con- 
tinued it may be forced out of the vulva. Occasionally, 
when the placenta is detached it will remain in the 
vagina for some time; if the lower margin can be felt it 
may be seized with the thumb and finger and gently 
drawn out of the vulva, being turned around several 
-times that the membranes trailing behind may be 
twisted into a rope, in which form tbcy are less likely to 
■"be tora off and left behind. 
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While the plucentn is being removed and foraome 
time a^Lerward the hniid should hold the fiiiiduii in its 
grasp, gentle friction being meanwhile made to secure 
firm coutraction and the expulsion of ail clots and shreds 
of membrane. After its removal the placenta should be 
carefully examined ; if none of the uterine surface is 
missing, and the double layer of membranes is present, 
the uterus is known to be empty at least so far as these 
are concerned. The ] er i e m should also be examined, 
and any extensive la eiat on immediately sewed up. 

After removal ot tl e bo ltd clothes, and when the 
uterus is firmly contractc 1 the abdominal bandage or 
"binder" may be ai [1 d be „ used as a prophylactic 
against hemorrhage and as a Bupport to the abdominal 
viscera. The bandage si ul 1 tewide enough to reach 
from the ensiform eirt lags to tl e trochanters ; it should 
be pinned as tightly as is comfortable, and when relaxa- 
tion oF the uterus is feared a pad may be placed beneath 
it to compress the fundus; the pad is said by some to be 
a cause of uterine displacement. 

If the uterus is firmly contracted, and the pulse has 
fallen below 100, the patient may be left and allowed to 
rest or sleep. 

6. AN>€STHETICS AND ANODYNES:— 

(a) Chloroform in tlic atuusthetic usually employed in 
labor; it is administered at the termination of the first 
and during the second stage, just before and with the 
commencement of each pain, its use being discontinued 
when the pain is over in order that complete ansesthesia 
may not be produced. 

(&) Ether may be substituted for chloroform, but its 
action is slower and less effective ; a mixture of alcohol 



(one part), chloroform (two pxirts), and ctUcv (three 
parts), is freqiienlly employed wiUi ailvautage. 

(c) Bromide of ethyl is administered as chloroform 
and with the same precautions ; while it has been epeei- 
ally advocated us superior to the latter its use has not 
yet become extensive. 

((i) Chloral is the best aniesthetic during tlie first stage 
of labor; not only dues it lessen the sufl'ering but rigid- 
ity of the cervix ia frequeutiy overcome by it. 

(e) Morphia is Bomelimes used instead of cblornl; in 
cases of normal labor at full term its use is notadvisabie. 

(/) Cocaine muriate, in solution or in the form of an 
unguent (10 to 20 per eent.), applied to the cervix, vagina, 
and vulva will frequently lessen the severity of the suf- 

The disadvantages which in varying degrees attend 
all forms of anicsthesia during labor are: prolonged 
labor on account of diminished contractions or pains; 
post-parlum hemorrhage. 



CHAPTER IV. 
ABNORMAL LABOR. 

Ti!B causes which render labor abnormal are two ; 
maternal; facial. 

1. MATERNAL CAUSES— The maternal causes of 
abnormal labor are as follows : — 

Excess of uterine force; deficiency of nterine force; 
abnormalities of the sexual organs; tumors; anomalies 
of the pelvis, 

(n) ExooBS of uterine force, although it is not always 
followed by unfavorable results, exposes the mother to 





103 OBSTETRIC BTNOPSia. 

the dangers of lacerations of the cervix, vagina, and 
perineum, prolapse of the uterus from incomplete dila- 
tation, uterine inertia with hemorrhage and Bj-ncope; 
the amniotic liquor having been early discharged, the 
cord may be compressed; the child having been sud- 
denly and unexpectedly expelled may be injured by 
falling upon the floor; the traction thus made upon the 
cord may rupture it or cause inversion of the uterus. 

Treatment. — The patient shoald lie on her left aide 
and avoid all efforts at bearing down; rupture of the 
membranes should be retarded; counter-pressure maybe 
made upon the presenting part while anodynes or anees- 
theties are administered. 

(l>) Deficiency of uterine force. Weak and inefficient 
pains result from undue resistance of the aoft parts, ex- 
haustion, uterine innervation, excessive uterine disten- 
sion, malposition of the uterus, a full bladder, a loaded 
rectum, death of the fcetus, premature rupture of the 
membranes, or mental impressions, especially of un- 
pleasant character. 

When the contractions are inadequate on account of 
undue resistance of the soft parts they are for a time 
more vigorous in their action and more painful ; if, 
however, the obstacle be not overcome they may assume 
tetanic action or become feeble and cease altogether — 
the latter condition being known as "uterine inertia." 
Deflcieucy of uterine force is attended by greater dan- 
gers to the mother and child in the second stage of labor 
than in the first, and after than before rupture of the 
membranes; inertia occurring in the third stage is more 
dangerous to the mother than in the first and second 
stages. 
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Trentmi'nt. — The treatment of tliis condition varies 
Bccording to the cause. If tUe iuefflcient contractions 
are attended by excessive suH'ering, as is often the case, 
chloral or morphia may bo given ; if there is innervation 
of the uterus the position should be frequently chnnged, 
while hot vaginal donchea and rectal injections may be 
emploj-ed togetlier with hot drinks; if there is antever- 
Binn an abdominal bandage may be applied, and tlie 
patient kept on her back-, if there is excessive disten- 
sion the membranes may be ruptured provided there la 
a certain amount of dilatation with relaxation of the 
soft parts. Artificial dilataLion of the os may be ef- 
fected and followed by application of the forceps. 

Quinine and ergot may be used to stimulate the 
uterine contractions ; the former has been found safe and 
harmless while the latter should be used with caution, 
being never given in the first stage of labor nor in the 
second unless there is no obstruction and an early de- 
livery is certain to be accomplished by a restoration of 
the normal uterine force. Faradization baa been suc- 
cessful in the hands of some. 

Manual pressure upon the fundus and body of the 
Bterus at the commencement of the contraction and 
while it lasts increases its force and is perfectly safe to 
mother and child, if practiced with care when nothing 
but inertia interferes with delivery. 

(e) AbnomtaiiKes of the sexual organs :— 

(1) Atreifia of the gennraliw tract, — of the vulva, 
vagina, and cervical canal, — is not common, nor is it 
usually attended by more serious results than delay 
which, in cervical stenosis, may be considerable. 

The obstruction may be congenital or actiuired, par- 
tial or complete, — the latter being always acquired. 
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Trealmenl. — When there is com|ilete closure ot either 
Tulva, vagina, or cervical caiial, puncture and dilatation 
will be req aired. 

(2) Bigidily of the perineum is a cause of delay in 
tbe second stage of labor. 

Trealmenl. — Hot fomentations, digital dilatation, 
and, to prevent ruptnre, retarding the progress of tbe 
advancing part. 

(3) Sigidily of the cervix at the commencement of 
labor is usually tiic cause of tbe greater length of tbe 
iirst stage; in primipara^ it is a natural condition, bat 
in parous women ia usually caused by inflammatory 
action resulting iu induration and hyperplasia of the 
cervical tisane. 

Trealmenl. — Moderate rigidity in the early stage, 
when the membranes are unruptureil, requires no treat- 
ment. When treatment is necessary, hot vaginal douches 
or hot baths may be employed ; but if tbe contractions 
are very painful, chloral should be administered. 

When the membranes are ruptured, or before, if the 
general condition of tlie putieut demanda it, artificial 
dilatation may be effected, either with the finger-or fingers 
in the cervical canal, or by means of the hydrostatic 
dilator of Barnes. Smearing of the os with tlie extract 
of belladouna is frequently employed, but with doubtful 
effect. 

(4) Malposilion of Ike wferuaretanla the progress of 
labor by interfering with tlie full forco of the abdominal 
miisclea and also with the contractions of the uterus 
itself. 

2'realment, — Lateral displacements are corrected by 
having the patient lie on the side opposite to that of tbe 
dlBplacement. 
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Anteversion nnd anteflexion are overcome by assmniiig 
the dovsal position, and applying the abdominal baiidn^i'. 

Retroversion and retroflexion rarely exist to full torm 
of gestation; but when eitlier does, the mass must be re- 
placed before delivery can be effected. 

(d) Tumors of the generative tract, or of any of the 
pelvic structures, if they be of considerable size, may 
interfere with the natural termination of hibor; these 
are as follows,— ^de ma of the vulva, thrombna of the 
vulva and vagina, prolapse of the vaginal walls, vaginal 
hernia, distended bladder, vesical calculus, fibroid tumor, 
ovarian tumor, encysted tumor, carcinoma. 

Treatment. — If there bo a'dcma of the vulva, make 
punctures for the escape of the serum ; if the thrombus 
bo large, turn out the clot and control the hemorrhage 
by pressure or applications of Monscl's solution of iron. 

If the bhidder be distended, use the catheter; if there 
be an impaction of the rectum, an enema should be given. 
Vaginal hernia must be reduced ; vesical calculi should 
be pushed above the peh-ic brim, crushed, or removed 
through the rapidly dilated urethra. 

If a fibroid be the obetriiction, it should, if possible, 
be pushed up out of the way, or removed if within easy 
reach; if an ovarian cyst, the pushing of it above the 
pelvic brim or puncture are indicated ; in some cases of 
fibroid and ovarian tumors the application of the for- 
ceps, craniotomy, or even abdominal section, must be 
resorted to, 

(p) Anomalies cf the pelvis. The anomalies met with 
are, abnormally largo and abnormally small pelves, and 
the varieties of the latter. 

(1) An abnormally lanje pelvis is not favorable to 
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Dorraal labor; the uterus does not rise out of the pelvis 
as it Bbuuld, and as a result of its pressiDg upoD the 
pelvic oontenta, vesical, rectal, and circulatory disturb- 
ances are set up; malpositions, especially retroversions, 
are liahle to occur; during labor expulsion is apt to be 
more rapid, causing greater risks of cervical and perineal 
lacerations. 

(2) Abnormally small pelves include the following 
varieties : — 

Symmetrically Contracted Pelvis. — A rare form, and 
one which is usually of high degree. 

Flattened Pelvis. — The most common variety, and 
generally duo to rickets. The conjugate diameter is 
shortened while the transverse is usually normal. 

Obliquely Contracted Pelvis. — Due to anchylosis of 
the sacro-iliac joint, associated with upward pressure 
upon the acetabulum of the same side, also to lateral 
spinal curvature. 

Transversely Contracted Pelvis. — The contraction 
being at the brim or at the outlet. Contraction at the 
brim is a rare deformity; contraction at the outlet is one 
of the most common. This variety of contraction is 
generally due to oateo-malacia. 

Masculine pelvis is found in muscular women ; the 
bones resemble those of the male, and the cavity is pro- 
gressively narrowed from above downward, having the 
appearance of a funnel. 

Most of the deformities mentioned, and others too 
irregular for classifl cation, may be produced by the fol- 
lowing affections of the spinal column : — 

Spondylolisthesis (a slipping forward of the fourth and 
fifth lumbar vertebrie), by which the antero-posterior 
diameter of the inlet is diminished. 
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Lordosis (a forwn, 1 be I n^, f the spine), whieU 
may (liminisb the coi jugate d amete 

Scoliosis (a lateral be 1 g of tl e sp ne), which may 
diminish the oblique and antero-i^ outer or diameters of 
the inlet. 

Kyphosis (a backward bending of the spine), which 
may increase the antero-posterior diameter of the inlet. 

In addition the pelvis may be deformed and its cavity 
obstructed by exostoses of the sacrum and of the other 
pelvic bones, 

Tlie causes of these deformitiea may be summed up 
as follows: rickets; osteo-malacia ; anchylosis; spinal 
CurYnture; exostosis. 

The dia/jnosis of pelvic deformity can only be made 
by examination and actual measurement; the history 
and ftpiiearance of the patient are valuable adjuncts. 
These measurements, as previously given, are external 
and internal. 

The external measuremenls, v/h'ich are made with the 
ordinary pelvimeter, include the distances between the 
anterior superior spinous processes of the ilia, the dis- 
tances between the iliac crests, and the external conju- 
gate, or between the spinous process of the last lumbar 
vertebra and the npper part of the symphysis pubis. 
(See page 6.) 

The internal measurements or diameters of the tme 
pelvis are more important, and at the same time more 
difficult to obtain. Asit is, the true conjugate diameter, 
or the distance between the premonitory of the sacrum 
and the nearest point on the inner surface of the sym- 
physis pubis, which is most frequently contracted, its 
meumirement is most important ; to obtain this the only 
practical pelvimeter is the hand. 
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In the latter months of pregnancy, in eases of de- 
formed pelvis, the uterus is generally situated higher 
than usual, is more movable, and, as a result, more liable 
to displacement; abnormal presentation of the foetus is 
also more likely to occur. The progress of the labor is 
slower and the contractions, on account of increased re- 
sistance, are more vigorous and painful. The dangers to 
which the mother is exposed are exhaustion from exces- 
sive uterine action, contusions of the uterus, cervix, and 
vagina which may result in sloughing, and the risks of 
the various operations which may be necessary. 

The prognosis for the child is unfavorable; the caput 
succedaneum is large; the contusions of the scalp may 
end in suppuration; the cranial bones are generally 
greatly overlapped, and internal changes are likely to 
occur. 

If the deformity is not great, if the head is of small 
or of medium size and compressible, and if the presen- 
tation is favorable, labor is most likely to be terminated 
naturally by moulding of the head. 

Treatment. — The management varies according to 
the following conditions, which should always be taken 
into account : The amount of deformity ; the size of the 
foetus; the age of the foetus. 

When the deformity has been discovered in time, pre- 
mature labor or even abortion should be induced. As a 
rule, "if the conjugate diameter is less than three inches, 
and the transverse less than four inches, a livipg child 
of normal size cannot pass through the pelvis."/ 

In the majority of cases, however, the am^nt of 
deformity is slight, so that a favorable termination may 
be expected 



- »'. M 



ABNORMAL LABOR. 109 

When deliverj" cannot be effected without assiatnnce, 
and the measuroments are above those just given, the 
clioice of treatment lies lietween the forceps tindversion, 
E»ch of these has its advantages and di Had vantages ; as a 
rule, the forceps are indicated in the slighter degrees of 
contraction, version in the greater. 

If the conjugate measures less than three inches, hut 
more than one and a half inches, the choice of treatment 
lies between embryotomy and Cesarean section or one 
of its substitutes, embryotomy always having tlie pre- 
ference. If the conjugate measures one and a half 
iuehes or less, abdominal section must be perforined. 

2. F<ETAL CAUSES.— The fti^tal causes of abnor- 
mal labor are as follows: Malpresentations; great size 
of the foetus; multiple pregnancies; extra-uterine preg- 
nancies; death of the foetus. 

(a) Malpresentations may be enumerated as follows : 
Occi pi to-posterior positions; hiternl obliquity of the 
head; faee presentations; brow presentations; pelvic 
presentations; transverse presentations; complicated 
presentations, 

(1) OcnpUo-j>osteriar positions are the result of 
failure of forward rotation of the occiput in the third 
and fourth positions of vertex or occiput presentations. 

As a rule the head is well flexed, and as the occiput 
advances the resistance which it meets posteriorly pushes 
it forward under the pubic arch where there is more space 
and a better provision for its expulsion ; the amount of 
internal rotation is thus greatly increased, and the posi- 
tion becomes the first or second. 

This rotation fails in some oases, generally on account 
of deficient flexion of the head ; delivery is then eflected 
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l)y movement of flexion instead of the ordinary exten- 
Bion ; the fronto-occipital diameter being substituted for 
the sub-oceipito-bregmatic, delivery is attended with 
greater diilieulty and with greater risks to the perineum. 
Artificial delivery may be necessary. 

(2) Lateral obliquity of the head, called ''Naegele 
obliquity/' is a rotation of the head on its antero-pos- 
terior axis so that one parietal bone lies deeper in the 
pelvis than the other. It is not, as was formerly thought, 
a regular occurrence, being only found when the head 
and pelvis are disproportionate in size. 

In sonic cases the head may be so inclined that an 
ear can be felt; as a rule, conversion is effected without 
assistance ; but this failing, the head should not be al- 
lowed to remain in its position longer than a few hours 
after discharge of the waters. 

(3) Face presentations, as has been said, are unfavor- 
able to the child; labor is, however, in these cases gene- 
rally completed naturally. 

When the chin rotates to the front and the contrac- 
tions are strong, no interference or assistance is required ; 
when the rotation fails, attempts to effect it may be made 
with the fingers or with the short straight forceps ; if the 
head has not advanced too far the occiput may be brought 
down or version performed. 

(4) Brow 2>r€8entations are usually spontaneously 
converted into face or vertex presentations by the oc- 
currence of extension or flexion. 

Pressure should be made upward during the pains in 
order that one of these presentations may be secured ; 
unless the presentation changes or is changed, natural 
delivery cannot be effected. 



(5) Pelvic presentaliuns in the majority of cases ter- 
minate naturally without special difllculty, but are at- 
tended with greater risks to the child. 

In these cases interference with the natural process 
is often a cause of difficulty. The early rupture of the 
membranes should be avoided; traction should not be 
made on the presenting or partiaUy born breech until 
the arms are delivered, as they may thus be extended 
above the head. 

When the body is partially expelled the umbilical 
cord should be placed in the most roomy portion of the 
pelvis that the pressure upon it may be lessened, mean- 
while its pulsations should be carefully noted. 

If the arms are not delivered, being extended above 
the head, the child's body should be carried well up to 
the mother's abdomen; then, if the shoulders are within 
reach the fingers may be slipped over the posterior one 
until the elbow and forearm are grasped and made to 
sweep over the face and chest of the child, thus using 
the natural movements of the joints and avoiding the 
possibility of fracture which might result from their 
being drawn directly downward. By carrying the 
child's body in the opposite direction the other arm 
may be released by a similar manoeuvre. 

If delivery of the head now seems to be too long 
delayed it may be aided or even effected by traction 
on the trunk, pressure per rectum, or pressure through 
the abdominal walls, the child's body having been carried 
well up toward the abdomen of the mother. 

If there be much delay the child must perish; so 
that should these means of delivery prove ineffectual 
the forceps must be applied. 
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Occasionally, in third and fourth positions of the 
breech, the sacrum fails to rotate to the front ; in such 
cases before the birth of the head there is usually no dif- 
ficulty. If, however, after expulsion of the trunk, rota- 
tion of the occiput forward do not occur, the tnink 
should be drawn backward that the face may sweep 
under the pubis ; if there be extension of the head and 
if the chin hitch on the pubis the trunk should be drawn 
forward njid upward that the vertex may sweep over the 
perineum. 

It may be necessary to apply the forceps. When 
there ia impacted breech a foot should be brought down , 
or if this be impossible the index finger or fillet may be 
slipped over the groin and traction thus made. In such 
cases an ansesthetic will be found necessary. As a last 
resort embryotomy is justifiable. 

(6) Transverse presentations are rarely terminated 
naturally ; in these eases one of the shoulders is sooner 
or later engaged in the pelvis, and an arm may pro- 
trude. 

In rare cases delivery ia efi'ected by spontaneous 
evolution; sometimes spontaneous version occurs, but 
neither of these means of delivery can be relied on. As 
Boon as possible, therefore, version should be performed. 

(1) Complicated presentations include ilisplacementa 
of limbs, prolapse of limbs, alone or with the presenting 
part, and prolapse of the umbilical cord. 

Dorsal displacement of the arm, in which the fore- 
arm of the child becomes thrown across and behind the . 
neck, may occur in presentations of the head or of the 
pelvis. In the former case the diagnosis is difficult, but 
being made out it is recommended either to bring down 
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' the arm or to perform version ; when the jwlvia presents 
the body, as soon as it is delivered, should be carried 
well backward that the finger may pass behind the aym- 
physis and over the shoulder to liberate the arm. 

The upper extremities more frequently prolapse than 
the lower. A hand or foot may present with the head, 
or a hand may descend on each side of the head; a 
hand or arm may descend with the pelvis, or a foot and 
hand may present simultaneously with this part. 

During the intervals between the pains the displaced 
members should if possible be pushed up; when the 
foot and hand present together traction should be made 
on the foot until the breech comes down and the arm 
ascends ; the possibility of a transverse presentation is 
thus prevented, 

Prolapse of the umbilical cord is favored by malpre- 
sentatioos or malpositions, on account of the presenting 
part not accurately fitting the pelvic brim ; excess of 
amniotic liquor ; early or sudden rupture of the mem- 
branes; emallness of the ftetus; multiparity; great 
length and weight of the cord ; placenta prievia ; and 
prolapse of the members. 

If the cord be subjected to pressure for a length of 
time its circulation is interfered with, and the child's 
death is a result. The treatment indicated is to relieve 
the pressure, and, if possible, restore the cord to its 
natural position. 

This may he accomplished by pushing the cord np 
and past the presenting part, between the pains, with 
the Angers. Tlie patient being placed on her hands and 
knees with the hips elevated and the shoulders on a 
lower level, the cord is more readily replaced. Some 
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times it will slip back by its own weight into the uterus 
along its anterior wall which forniB an inclined plane. 

After replacement the presenting part sboald he 
firmly engaged in the brim by pressnre over the nterua, 
after which the patient should lie on her left aide with 
the hipa elevated. 

Various inatmmenta are used to replace the cord. A 
simple one is improvised by holding the prolapsed cord 
with a loop of Btring passed through a catheter and 
emerging from its eye ; the cord may thus during the 
interval between the pains be piished above the present- 
ing part and the instrument withdrawn. If the pulsa- 
tions in the cord have cea.sed, no treatment will be neces- 
Bftry. 

(6) Great size of the ftBhis is a frequent cause of pro- 
longed and difficult labor. The increase in foetal size 
depends on one or more of the following conditions : — 

Uniform enlargement of tlie entire body; excessive 
development of a particular part; hydrocephalus; hy- 
drothorax, ascites, and retention of urine; tumors; 
monstrosities. 

(1) Uniform enlargement of the entire body, although 
it may cause delay, does not, as a rule, require artificial 
delivery. 

(2) ExcesBive developmevt of the head, apart from 
hydrocephalus, with premature ossification and closure 
of the sutures and fontiinelles, renders it incompressible 
and makes the application of the forceps necessary to 
effect delivery. When such a condition is suspected 
premature labor may be induced. 

A similar condition of the chest and shoulders may 
give rise to difficulty or eudaoger the perineum. 



fS) Bydrocephalus is an accumulution of Bemm in tbe 
cranial cavity by wiiich tlio head is greatly enlavyed, 
111 these cases the ijelvis usually presents, but CTcnwheii 
the head presents the diagnosis is diUlcult. 

The prognosis for the child is most unfavorable, 
especially if dystocia result. The treatment consists in 
lessening the size of the lieud; this may be done by 
puncture with a. fine trocbar, thus permitting the fluid 
to escape. 

The forceps may be «p|)lied, but there is great danger 
of their slipping. Thyse means failing, perforation should 
be performed and delivery effected by traction on the 
head or by podalic version. 

In pelvic presentations of such cases, if delivery can- 
not be effected by traction and supra-pubic pressure, 
perforation will be necessary although difllcult to ac- 
complish. 

(4) Sijdrothorax, ascites, and retention of urine 
sometimes exist before delivery with which they may 
interfere; the treatment is puncture with a trochar or 
aspirator and evacuation of the fluid ; for the removal of 
retained urine the catheter must be used. 

(5) Tumors of Ihe/cetue, such as encephaloid, spina^ 
bifida, fibroids, cysts, and flbro-cystic developments of 
the various oi^ns may prevent natural delivery. 

The treatment consists in evacuation or removal, as 
the case may require. 

(6} MonatrovHiea may be single or double ; of each 
kind there are numerous varieties. Of the cases on 
record the majority were delivered naturally and with- 
out much trouble. It is claimed by some that labor in 
these cases is generally premature or that the children 
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huve been dead for some time and are tberefure or si 

size, which may account for the large number of natural 
deliveries. 

(c) Multiple pregnancies are rarely terminated by 
difficult labor ; aa a rule the presence of a second f(£tus 
ia not suspected until after the birth of the first, when the 
uterus is found to be nearly aa large as it was before. In 
the majority of cases both children present by the head ; 
nest in frequency is the head of one and the breech of 
the other; in a few cases both breeches present. 

There ia usually some delay in the birth of the first 
child from interference with tlie normal uterine actioa 
by over-distension or unfavorable presentation. 

After the birth of the first child there is usually a 
cessation of the pains for a quarter of an hour or more; 
during this interval the cord should be tied and cut, care 
being taken to tie the placental as well as the fintal end. 

The pains generally recur in about twenty minutes 
^hen the second child ia quickly delivered, after which 
the two placentie arc expelled in the ordinary way. 

Should delay occur in the expulsion of the second 
child, uterine action may be stimulated by pressure and 
friction over the uterus, and by the administration of 
ergot ; the membranes should be ruptured as soon aa 
they are within reach ; if there is a mal presentation, ver- 
sion can be easily performed ; or if the head is engaged 
in the pelvis, the forceps should be applied. The uterus 
having been over-distended is liable to inertia, conse- 
quently there is danger of posl-partnm hemorrhage; on 
this account the birth of the second child should be 
delayed rather than hurried. 

OccBBionally, on account of great size of the pelvis, 
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RciiOl size of the fcetiises, a singli' niniiiotie aftc or the 
jiremature rupture of the mem li rant 8, one foBtus may 
interfere with the delivery of the other. When both 
heads present at the brim, one should be pushed up and 
the other brought down with the forceps. 

When the first child presents by the breech, and is 
delivered as far as the head, the seeond head having 
entered the pelvis, further delivery is prevented by their 
interlocking. Attempts may lie made to push back the 
second bead, the patient bidng in the knee-chest position ; 
the forceps may be applied to the second head in order 
to drag it past the body of the first child ; the first child 
may be decapitated, thus rendering easy the delivery of 
the second, or the head of the second child may be per- 
forated and the first child delivered, 

((f) Extra-uterine pregnancies are serious complica- 
tions to mother and child ; the former may survive but 
the latter almost always perishes. The diagnosis, al- 
though difficult in the early months, may be made by 
careful examination ; the uterus Is fonnd enlarged but 
displaced; there is less cervical softening ; the signs of 
pregnancy are present but the uterus does not enlarge 
after the third or fourth month ; attacks of abdominal 
pain may occur; if they are due to rupture of the tube 
the attacks may be accompanied by collapse and signs of 
internal hemorrhage. 

There is still doubt about the proper management of 
these cases. During the early months fcetal life has in 
some cases been destroyed by electricity, but at this 
period abdominal section with removal of the cyst and 
its contents is probably the best procedure. In the latter 
half of pregnancy, before death of the fiitus, the results 
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of abdominal section Lave been almoat invariably fatal ; 
if the operation be delajeU until aller the ftrtus is dead, 
on account of oblitemtion of the placental circulation, 
tlie mother's chances of recovery are increased. Where 
death of the ftetus has occurred it is advisable to delay 
operation until the gravity of the mother's symptoma 
has subsided or until there is Borae indication of the 
channel through which the ftetua will be expelled. 

(e) Death of the foetus is liable to occur at any period 
of gestation, but the dead fa'tus is not thrown off by the 
uteru9 until it acti) as a foreign body. The time during 
which it may be retained varies from a few hours to 
several weeks. 

The indications of ftBtal death are, cessation of ita 
movements, a feeling of coldness and weight in the 
uterine region, flaccidity of the breasts, absence of the 
heart-sounds where previously heard, impairment of the 
mother's health and offensive breath, offensive discharges 
from the uterus, and during labor n looseness of the cra- 
nial bones and absence of the caput succedaneum. 

Labor is generally more tedious on account of torpid 
uterine action, but apart from the delay no unusual dif- 
ficulty is to be feared. 
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CHAPTER V. 
COMPLICATED LABOR. 
The complications wliich may occur immediately 
before, during, or immediately after labor, are aa fol- 
lows : Eclampsia ; placenta prxma ; heviorrhage ; reten- 
tion of the placenta : inversion of the ulerris; rupture 
and laceration of the genital canal; thrombus of Ike 
vagina and vulva. 
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I. ECLAMPSIA, also called puerperal convulmons, 
may occur in coouectioa with pregnancy, labor, or t!i« 
pucrpural state. The convulsiona resemble those of epi- 
lepsy, but should be distinguished from them, from hys- 
terical convulsions, and from convulsions due to brain 
.lesions. They occur once in iibout 500 labors, and in the 
majority of caaesalfect primiparte; they most frequently 
commence while labor is in progress, and are less frequent 
in the puerperal state tliaa during pregnancy. The cause 
of eclampsia is still doubtful; as a rule, it is associated 
frith renal disease, albuminuria, aud suppression of urine. 

Most authorities claim that the convulsions are due 
to changes in the kidney structure which chiinges result 
in albuminuria, renal insuflicieucy, and the consequent 
retention of poisonous products in the blood. The urea 
thus retained is thought by some to be decomposed and 
to produce carbonate of ammonia, the supposed toxic 
agent according to this theory. The poison is probably 
not a single element, but made up of the various urinary 
constituents which are retained in the blood. 

Another theory is that of reflex irritation of the 
nerve centres which have an increased irritability in 
pregnancy, combined with an extreme watery condition 
of the blood or with retention of toxic agents in it 
(unemia or uriuiEmia). It is claimed that in some cases 
the reflex irritation atone (the gravid uterus and its con- 
tents) may excite them, but that in the majority of cases 
the reflex irritation must be associated with changes in 
the kidney structure and renal insufficiency. Cerebro- 
spinal congestion was once thought to be a cause of 
eclampsia, but is now generally admitted to be a result. 

Cerebral auEemla produced by pressure of serous 
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eiruBion upon tlie sniftll cerebral vessels has been fre- 
cjueiiUy found on autupsy , and is given as »i csiuse of the 
ConvulsiouB ; it is probable that the effuaion is the result 
of the couvulsions rather than the result of bydnemia 
or previous increase in arterial pressure. 

Eclampsia may occur without previous eymptoms, 
but IB usually preceded by headache, vertigo, disturb- 
ance of vision, gastric disturbance, impairment of the 
intellect, general cedema, albuminuria, and partial or 
total suppression of urine. 

After a longer or shorter prodromal stage the attack 
Beta in suddenly ; it consists of two stages, that of tonic 
convulsion, that of clonic convulsion. 

The convulsions commence in the facial muscles, and 
gradually involve all the muscles of tbe body. There is 
complete loss of consciousness during and after the at- 
tack, the coma becoming more marked with eacb suc- 
ceeding one. At the commencement of the attack res- 
piration ceases; later, it is hurried and irregular. There 
is rarely a single convulsion, in some cases there have 
been more than a hundred. The pulse becomes small 
and rapid , and there is a considerable rise in temperature. 

Death usually results from carbonic-acid poisoning, 
nervous exhaustion, or a combination of asphyxia and 
exhaustion; eclampsia predispoEos to ^s?7inr(Hm hemor- 
rhage, puerperal i nil animations, and mental disturbances. 

The prognosis for mother and child is always Berioua, 
the maternal mortality being al)out thirty per cent. ; tba 
earlier the convulsions occur the more unfavorable the 
prognosis. 

Trealment. — Prophylactic treatment includes what 
has been mentioned for cases of albuminuria j when 
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cerebral symptonia hegin to ehow themselvee, bromiilo 
of potussiuin, chloml, utiil u hydrugoguu catbartic sliuiilil 
be administered. When tlie attack comes on before 
labor, if tlie pulse ifi strong, and tbere seems to be 
cerebral congestion, bleeding is indicated, but it should 
not be carried to the extent of depression. During tlie 
attack chloroform should be admiuiatei'ed by inhalation ; 
chloral by the mouth, if possible, or by rectal injection 
(Sas- to 3j-) should Iw given at intervals until it pro- 
duces a decided effect ; morphia hypodermically (gr. J) 
IB recommended; pilocarpine, nitrite of auiyl, and nitro- 
glycerine have also been tried with some success ; the 
hot bath has been recommended and successfully tried 
in a few cases. 

In a largo proportion of cases the convulsions cease 
after the birth of the child. Delivery should therefore 
be hastened as much as possible without incurring addi- 
tional risks to the mother ; if eclampsia come on liefore 
the commencement of labor premature labor may be in- 
duced. 

2. PLACENTA PREVIA is the attachment of the 
placenta at the lower sefjment of the uterine cavity ; 
some authorities recognize four varieties as follows: 
Central, partial, marginal, and lateral; others recognize 
only two, complete or central, and incomplete or mar- 
ginal. Central attachment of the placenta is a rare 
occurrence; the marginal and lateral attachments are the 
most common. 

Placenta prievia occurs once in about 570 labors, is 
much more frequent in multipane than in primiparie, 
and in the poor than in the rich. 

The cause of placenta prosvia is the attachment of 
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the ovum at lUe lower segment of tlio uterine cavity, 
eitliei' from its having fallen down from the usual point 
of attuclimcnt, from incomplete ahortion, or from im- 
pregnation of an ovule in this aitu.ition. 

The occurrence of placenta previa is favored by ab- 
normal size and unusual shape of the uterine cavity, 
diseased conditions of its mucous membraue, and spas- 
modic uterine contractions. 

The first symptom is a sudden loss of blood which 
usually occurs without warning or pain. Hemorrhage 
rarely occurs before the end of the sixth month, being 
more often ncarur the full {Kriod; sometimes it does not 
come on until labor has commenced. If the hemorrhage 
come on early it may be but alight; but a recurrence is 
to be feared as it is liable to terminate fatally. If the 
hemorrhage come on when labor has commenced it may 
be excessive and have the same fatal termination. 

The blood comes from the arteries and veins in the 
uterine wall from which the placenta has been separated; 
also, from the separated placental surface. 

The cause of this separation before full term may l>e 
the dilatation of the internal os, which is thought by 
some to take place during the last two months of gestae 
tion; the rapid increase in the cervical development 
toward the end of pregnancy; tfae partial separation of 
the placenta from accidental causes ; the rupture of a 
utero-placental vessel near the internal os; or, the rup- 
ture of a marginal utero-placental sinus. 

Hemorrhage at the commencement of labor is ex- 
plained by the dilatation of the cervix which is Iciiown to 
occur at this time. 

When the placenta has been completely detached, or 
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' aftor separation of tlie membranos, or when the present- 
hiff piirt comes down and pruases upon the open vusaule, 
the hemorrhage ceaaes, the prognosia for mother and 
child is unfavorable. Of the former about 26 per cent, 
die, of the latter about 50 per cent. 
r Mai pre sen tat ions are common in placenta pnevia on 
I iu:count of the large size of the uterine cavity, the fre- 
quent occurrence of premature labor, and because the 
placenta prevents the head occupying the lower eegmcnt 
of the uterua. 

Treattnent (Playfair). — When a sudden hemorrhage 
I occurs in the latter months of pregnancy placenta pra;\-ia 
I should be suspected and a careful vaginal examination 
r made. Before the child has reached a viable age tempo- 
I rize, provided the hemorrhage is not excessive, until 
I pregnancy has advanced suKlciently to afford a reason- 
' able hope of saving the child. 

For this purpose the chief indication \a absolute rest 
I in bed, to which other accessory means of preventing 
hemorrhage, such as cold, astringents, etc., may bo 
I added. 

In hemorrhage occurring after the seventh month of 
^ero-gestation no attempt should be made to prolong 
I the pregnancy. 

In all cases in which it can be easily effected the 
I membranes should be ruptured. By this means uterine 
. contractions are favored and the bleeding vessels com- 
I pressed. 

If tlie hemorrhage has stopped, the case may be left 
to nature. If, however, the flooding continue, and the 
OS be not sutliciently dilated to admit of the labor being 
readily terminated by turning, the os and the vagina 
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should be ejircfully plugged, while uterine contractions 
are promoted by abdominal bandages, uterine comprcs- 
Bion, and ergot. The plug must not be left in beyond a 
few hours. 

If on removal of the plug the os be not eufflciently 
expanded, and the general condition of the patient be 
good, the labor may be terminated by turning, the bi- 
polar method being used if possible. If the os be not 
open enough, it may be advantageously dilated by 
means of a Barnes' bag, which also acts as a plug. 

Instead of or before resorting to turning the pla- 
centa may be separated around the site of its attachment 
to the cervix. This practice is specially to be preferred 
when the patient is much exhausted and in a condition 
unfavoralJe for bearing the shock of turning. 

3. HEMORRHAGE may occur before or after delivery. 

(a) Hemorrhage before delivery may be due to pla- 
centa prtevia, or it may be accidental. 

Accidental hemorrhage is due to theseparation of a 
normally situated placenta; the blood may find exit be- 
tween the membranes and decidua, or it may collect 
within the uterus and give rise to " concealed hemor- 
rhage." 

Accidental hemorrhage rarely occurs to an alarming 
extent until the latter months of pregnancy. 

The causes are : direct violence ; a fall or shock ; ex- 
cessive muscular exertion ; unusually strong uterine con- 
tractions. Diseased conditions of the uterus, membranes, 
and placenta, such as would produce hemorrhage and 
abortion in the earlier months, may cause the placental 
separation and consequent hemorrhage; on this account 
the accident rarely happens to primiparie and those in 
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good healtli. Wlien the blood escapes from tlio vngiiia 
tlie coudition of ali'airs is readily niflde out ; if the hemor- 
rhage be concealed it may continue undetected until 
alarming eymptoms of collapse set iu. 

The prognosiB for motlier and child ia always bad ; 
when the hemorrhage is concealed the mortality to both 
is still greater. 

Treatment. — TJie membranes should be ruptured as 
soon as possible; in cases of slight hemorrhage this alone 
may control it, but in order to guard against concealed 
hemorrhage a firm abdominal binder should be applied. 
If the hemorrhage continue uterine contractions may bo 
excited by friction or by the use of ergot; the os should 
be dihited, and if delivery cannot be quickly efi'ucted the 
forceps or version must be employed. 

{b) Hemorrhage aHer delivery (post-partum hemor- 
rhage) may occur during the third stage of labor, shortly 
after its completion, or after an interval of days or weeks. 

The causes oT p08t-partum hemorrhage are : failure of 
or interference with the formation of thrombi in the 
veins; lacerations of the cen'ix, vagina, and perineum. 

Uterine inertia is a result of protracted labor, pre- 
cipitate labor, over-distension of the uterus from twius 
or excessive amniotic liquor, hemorrhage before delivery, 
or exhaustion. 

Contraction of the uterus may be hindered by re- 
tained placenta (all or a part), clots, shreds of mem- 
brane, peritoneal adhesions, or tumors. 

Formation of thrombi is prevented by sudden move- 
ments, straining, coughing, etc. 

Hemorrhage occurring a considerable time after labor 
ia due to an atonic condition of the uterus produced by 
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the presence of clots, shreds of membrane, or pieces of 
placenta in the uterine cavity, or to expulsion of 
coagula in the mouths of the vessels by suddenly rising, 
by exertion and straining, by stimulants, displacements 
of the uterus, inversion of the uterus, laceration of the 
cervix, thrombi, aud fibroid tumors. 

The hemorrhage may commence immediately afler 
the birth of the child and before tlie expulsion of the 
placenta ; in this case it is due to partial or entire sepa- 
ration of the placenta not accompanied by uterine con- 
traction. It may commence gradually or suddenly, and 
in some cases is concealed. Before and after the hemor- 
rhage there is usually a marked frequency of the pulse, 
and the hard uterine tumor cannot be felt through the 
abdominal wall. The loss of blood may he great and 
the symptoms threatening, but recovery generally takes 
place. 

Treatment. — FOg(-partum hemorrhage may be pre- 
vented by keeping up continuous uterine contraction 
alter delivery; after the birth of the child the condition 
of the uterus should be carefully*atched, tile contracted 
fundus being continually under the grasp of the hand. 
Care should be exercised in removal of the placenta that 
none of it ia left behind, that the membranes come 
away, and that all clots are expelled. If for any reason 
Qooding is to be feared a full dose of ergot should he 
administered shortly before the birth of the child if there- ' 
is every indication that delivery will shortly be effect) 
the abdominal binder should not be appbed for a consider- I 
able time after expulsion of the placenta, nor until the. j 
uterus is firmly contracted; the patient should be care- I 
fully watched until the pulse has returned to its natural 
state or is below 100. 
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When tlie hemorrlmge occurs prompt treatment ia 
necessary ; the two indicntious are: production of uterine 
contractions; production ortlirorabi in the vessels. Of 
these, the first is the safer as well as the more effective 
method. If bleeding commence before the placenta is 
expelled, pass the hund gently into the uterus and clear 
it of its contents. If the bleeding continue after the 
placenta has been removed, or after its expulsion, place 
the patient on her Imck and grasp the fundus and body 
of the uterus with the hands, making compression and 
friction until contraction has been secured. The bi- 
manual method of compression (one hand in the vagina, 
the other upon the abdomen) is verj- effective. 

These means failing, pass the hand into the uterus 
and remove any clots, shreds of membrane, or pieces of 
placenta that may remain. Ergotin should be adminis- 
tered hypodermically. The uterus may be stimulated 
to contract by the application of cold ; ice or ice-water 
may be applied to the abdomen and in the vagina, or in 
the uterus itself. 

If the cold applications fail, and the patient ie ex- 
hausted, hot water (110°, or as hot as the hand can bear) 
may be injected into the uterus. 

The application of the child at the breast will some- 
timcB, by reQex action, excite uterine contraction. 

When these means fail styptic injections should be 
used; of these Monsel's solution of iron (1 part to i 
or 6 parts of water) may be injected into the uterus or 
applied directly to the bleeding surface with the ordinary 
iiterine applicator. Tincture of iodine is recommended 
for the aame purpose. In au emergency, vinegar is a 
good substitute lor cither. 
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ITemorrhage arising fVom laceration of the soft parts 
may lie checked by comprtasion or by application of the 
styptic eolution. 

The alarming symptoms which may result from the 
excessive loss of blood should be counteracted by lower- 
ing the head and elevating the lower extremities; ether 
or brandy should be subcutaiieously injected (ni,xx. to 
be.), or a large dose of laudanum (ni,sxx. to Ix.) may 
be given, the dose being repeated if necessary; the ex- 
tremities should be bandaged, and, in extreme cases, 
transfusion of blood may be the only means of preserv- 
ing life. 

Under no circumstannes should a vaginal or uterine 
tampon be used, as the escape of the blood externally 
would only be prevented, while a fatal concealed hemor- 
rhage might be going on within the uterine cavity. 

In secondary post-partuvi hemorrhage a careful 
Taginal examination should be made, and, if possible, 
the interior of the uterus should be explored. The 
cavity should be thoroughly emptied, ergot should be 
given, and the patient kept perfectly at rest ; if the hemor- 
rhage continue, iodine or the styptic solution of iron 
may be applied to the interior of the uterus. 

4. RETENTION OF THE PLACENTA may be due 
to uterine inertia, to large size of the placenta itself, to 
separation of its central portion by traction on the cord, 
to morbid adhesions due to a previous endometritis, or 
to the 80-callcd "hour-glass contraction" of the uterus. 

The immediate danger ia poat-partum hemorrhage; if 
the placenta has lieen retained for some time septic 
poisoning may result. 

Treatment. — As long as there is no hemorrhage the 
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natural expulRion of tlie placeula can be awaited or 
Ciede's method may be employetl ; some traction may 
he made on the cord, but as soon ns the lower margin of 
the placenta, is within reach it should be grasped and the 
entire mass drawn gently downward. If, after waiting 
a considerable time, or if hemorrhage occur and the 
other means of expression have failed, the fingers and 
hand should be passed into the uterus, and, the lingers 
having lieen gently inserted between the placenta and 
the uterine wall, the entire mass quickly stripped oITand 
brought down, external pressure upon the ab<lomen 
having been continuously made with the other hand. 

If there is any " hour-glass contrnctiou " it should be 
gradually dilated with the fingers, after which the pla- 
centa may be removed. 

In the artificial separation of the placenta care must 
be taken that none of it has been left within the uterus, 
and that all the membranes have lieen brought away. 

The passage of the hand within the uterus increases 
the risks of septic poisoning. The hand, therefore, 
slioidd be thoroughly aseptic, and it is recommended 
that the uterus be washed out afterward with a disin- 
fectant solution. 

5. INVERSION OF THE UTERUS ia a partial or 
complete turning inside out of the organ. It may be 
produced eitlier tefore or alter the expulsion of the 
placenta, and is of rare occurrence. 

Inversion of the uteriia is favored by uterine inertia 
and attachment of the placenta exactly at the fundus, 
but the immediate causes usually are, pressure upon the 
fundus or traction on the cord when the uterus is re- 
laxed ; sometimes it is due to weight of the placenta, or 
it may occur spontaneously. 
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The Rymptoms of inversion are : lieinorriiage dne to 
the inertia, and shock which is evidenced by a small 
pulae, cold extremities, and vomiting. 

The diagnosis is made by vaginal examination, by 
absence of the uterine tumor above, and by the conjoint 
manipulation. 

Treatment. — Tlie inverted portion shonld be imme- 
diatety grasped in the hollow of the hand and pushed 
gently and firmly upward in the direction of the pelvic 
axis, connter-pressure being made upon the abdominal 
wails. If the placenta is attached or only partially ad- 
herent, it maybe stripped off before the reduction is 
made ; if, however, it is completely adherent and there 
is no hemorrhage, it may be allowed to remain until the 
organ is restored to its natural condition. 

If contraction of the cervix prevents redaction, and 
the condition of the patient will allow, an aniesthetio 
should be given. Id some rare cases, aHer all attempts 
have failed, spontaneous restoration has occnrred. 

6. RUPTURES AND LACERATIONS OF THE 
GENITAL CANAL include rupture of the uterus, lacera- 
tions of the cervix, lacerations of the vagina, lacerations 
of the vulva and iierineum. 

(a) Rupture of the uterus is a rare bnt most danger- 
ous aceident of labor ; it may take place at any part of 
the uterus, but is most common at the junction of the 
cervix with tlio body. The rupture is usually vertical 
and located in the anterior or posterior wall; it may 
involve both the uterus and peritoneum, the uterus alone 
or the peritoneum alone,orit may extend downward and 
involve the vagina. 

The causes of rupture are : predisposing, exciting. 
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The prediajjonng caunes are attenitions of the uterine 
—such as are produced by the presence of filiruitU, 
Joarciuoma, fatty degenerations of the muscular fibres, 
ve thinning of the uterine walla, obliteration of 
Plhe OS, rigidity of the cervix, and tlie changes produced 
\\>y former labors, — deformed pelvis, Inrge size of the 
r fcetal head, nial presentations, and any condition which 
produces undue compression or stretching of any part 
of the uterus. 

The exciting causes are : blows, falls, inj iiry by instru- 

■ vents, and excessive uterine action such aa occurs in 
. contracted pelvis, and after the use of ergot. 
Rupture usually occurs suddenly, and is accompanied 
by great pain in the abdomen, and a feeling that some- 
thing has given way. The uterine contractions usually 
ir cease ; vaginal examination reveals hemorrhage and a 

^^^H <d)ange in the presentation or position. 
^^^H If the child has escaped into the peritoneal cavity the 
^^^Bferm of the abdomen is changed, and the f<ptus can l>e 
^^^V felt beneath the ab<lominal wall. Symptoms of hemor- 
^^^H rbage and collapse soon set in, and the patient usually 
^^H dies. 

^^^K Treatment. — Rupture should be prevented by the 
^^^Bsvoidauce of ergot and undue exertion ; when pressure 
^^^Band stretching of the uterus have been of considerable 
^^^* duration, interference in the way of artificial delivery is 
indicated. If rupture has occurred, and the fcetus is 
still in the uterus, rapid delivery should be effected 
I either with the forceps or by version. 

he entire fuctus or a greater part of it has escaped 

rom the uterus and [jassed into the peritoneal cavity, the 

Operation of gastrotomy alTorde the mother the best 
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fliiiuce of rocovery. This should not be tiDdertflkcn 
iiiJtil nhv \mh rallied from the elfects of the shock which 
may be overcome witli Btimulanta. 

(h) Lacerations of the cervix are of very common 
occurrence. The lacerations are generally laterfil, either 
on one or both Hides ; they iniiy extend in a vertical direc- 
tion or be stellate ; in rare cuses an entire ring of oerrical 
tisHue haa beeu detached. These lacerations are the re- 
sults of rigidity combined with undue expulsive force or 
of artificial delivery of the child. Premature rupture of 
the membranes predisposes to laceration, and pressure 
of the anterior lip of the cervix between the head and 
pubis may cause it. They may be followed by poal-par- 
tum hemorrhage (primary or secondary), Bepticeemia, 
pelvic inflammations, or chronic uterine <IiseaBe. 

Treatment. — The hemorrhage may be checked by 
the application of ice, by cold or hot water injections, 
or by the application of Monsel's solution of iron. In 
severe forms of laceration the immediate application of 
sutures is recommended. 

(c) Lacerations of the vagina may be mere abrasions 
of the surface, or they may extend entirely through the 
wall. 

Abrasion and sloughing may result IVom prolonged 
pressure of the head, and end in perforation of the wall 
with the establishment of vesi co- vaginal or recto-vt^nal 
listulie, or the injury may be produced by instrumental 
delivery. 

TreatmerU. — Sutures will rarely be required. Hemor- 
rhage may be arrested by cold or heat, by pressure, op 
by the application of styptics. Gieanlincss is an essen- 
tial part of the treatment. 
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(d) Lacerations of the vulva and perineum. The 

Vaginal outlet formed by the iiiaertioii of the hymen is 
almost invariably ruptured iu first Iftbors, the tear ex- 
tending to the base of the hymen and reaching the cellu- 
lar tissue of the vaginal wall. The lacerations may 
involve the perineal body and extend np to the sphincter 
ani, or even tlirough the sphincter into tlie rectum. 

Treatment. — Prophylaxis has been mentioned iu con- 
nection with the management of normal labor. 

Hemorrhage may be arrested by the usual means. 
If the laceration is sliglit, rest and cleanliness vfill suf- 
fice i if it is more extensive, the surfaces must be brought 
togetlier by sutures as soon as the placenta has been 
removed, and tlie patient kept iu bed with her knees 
together. The urine should be drawn off with a catlieter 
for a day or two, after which it may be passed while tlie 
patient is in the kneeling or knee-and-elbow position. 
The sutures should be removed in about a week. 

7. THROMBUS OF THE VAGINA AND VULVA is 
an effusion of blood into the cellular tissues; it may 
occur during pregnnney, but is most common during or 
immetliately following labor. 

The hemorrhage may be arterial or venous — gene- 
rally of the latter origin — and although usually situated 
in one of the labia it may extend along the vagina to the 
pelvic cellular tissue. Tlie tumor may become as large 
in size as a fostal head. 

The conditions favoring thrombus are ; Engorgement 
and distension of the vessels due to pregnancy or to 
interference with the return of blood by pressure of the 
head during labor; the violent efforts of the patient. 

The symptoms aro: Pain of a tearing character; a 
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firm, hard swelling if the effusion has taken place in 
the external parts. 

The tissues are lacerated, and the swelling may be- 
come so great as to cause bursting of the skin ; fatal 
hemorrhage may ensue whether the skin has or has not 
been ruptured. 

Thrombus may terminate by absorption if the exuda- 
tion be slight, by bursting of the skin, or by suppuration. 

Treatment, — If thrombus occur during labor the 
latter should be terminated as quickly as possible, the 
forceps being applied as soon as the head is within 
reach. If the tumor is of considerable size or obstructs 
delivery, it should be freely incised at its most promi- 
nent point and the clots turned out, the hemorrhage 
being controlled by digital pressure and by filling the 
cavity with cotton saturated in Monsel's solution of 
iron. If the thrombus is small, or if it has not been 
detected until after delivery, it may be left alone, as 
absorption is most likely to occur ; if it should suppu- 
rate, the abscess must be opened and the wound treated 
antiseptically. 




en AFTER 1. 
PHYSIOLOGY OF CHILDBED. 

The puerperal state includes a i>crio(l of nbout eix 
Weeks, commeuciug immediately after labor and con- 
tinuing until the uterus tius undergone the procees of 
involution. 

After labor the patient may experience a sense of 
comfort and repose, but there is usually a temporary 
condition of exhaustion or nervous depression which 
may be followed by a chill of greater or leas intensity, 
but of short duration and of no significance. 

The temperature during labor, and for a short time 
after, is slightly elevated ; it may remain stationary or 
rise somewhat until lactation is established, but gene- 
rally commences to decline within the first twenty-four 
hours. A temporary rise of temperature, occasioned by 
excitement, constipation, or error of diet, is liable to 
occur at any time ; but unless it continues above 100°, 
and is associated with rapidity of the pulse, nothing is 
to be feared. 

The pulse, which was more rapid during labor, is 
diminished in frequency, and may even for a time sink 
below the normal ; this slowing of the pulse is a favor- 
able indication, and should bo looked for in all cases. 
(135) 
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A temporary increase in frequency is of common occnr- 

The secretions are generally more active, eapecially 
those of the skin and kidneys ; on tbis account, and be- 
cause of the changes in the pelvic organs and the dis- 
charges from the genital canal, the loss in weight during 
the first week is nine to ten pounds. The bowels are 
constipated, and there may be retention of urine for a 
day or two. 

After-pains, the irregular painful contractions of the 
uterus which may commence a short time after the ex- 
pulsion of the placenta and recur at various intervals 
during the first four days, are moat common in multi- 
pariB, after rapid delivery, or where from any cause 
uterine inertia exists. They may be excited by applica- 
tions of the child at the breast, but generally depend on 
the presence of coagula in the uterus. 

Lochia, the discharge from the genital organs espe- 
cially the uterus during the i>eriod of its involution, 
consists of blood-corpuscles, epithelium, shreds of de- 
cidua and membrane, pieces of placenta, pus cells, 
mucus, and fat. During the first few days it is alkaline 
in reaction and red in color, constating of nearly pure 
blood which is sometimes clotted. Its appearance 
gradually changes, and at about the fifth or sixth day 
becomes a pale green ; after the eighth or ninth day the 
reaction is neutral or acid while the discharge becomes 
muco-purulent, gradually lessening in amount and chang- 
ing to the normal transparent mucus. 

The amount of the discharge varies in different 
women, but its character and ajipearances depend on 
the conditions of the organs, espoci.illy the progress of 
involution or the existence of cervical lacerations. 
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The odor may become esoeedingly offeneivo on ac- 
count of retention ami putretlietioii of coagulu, pieces 
of placenta or shreds of membrane; if such a condition 
be neglected septic poisoning may result. 

The uterus immediately after delivery contracts 

ly, and can be felt at the lower part of the abdomen 
hard firm mass about the size of a foita! head. 

The more complete and permanent the contraction 
the greater the safety and comfort of the patient, and 
the more rapicl and favoi'able the process of involution. 

During the first ten days after delivery the l\indus 
can be felt above the pubis, but after the second week 
the entire organ should be beneath the pelvic brim. The 
cervix is soft and patulous for some weeks after delivery. 
The mucous membrane is covered with a reddish-gray 
Aim of blood, fibrin, and remains of dccidua,and the open 
mouths of the sinuses can be detected with their pro- 
jecting thrombi. The rapid diminution in the size and 
weight of the organ is due to a fiktty degeneration of its 
muscular fibres. 

TVieufflpiJiaremainssoft, smooth, and dilated for some 
days, and is always more lax and less rugose than 
in nutliparre. 

T}ie Becretion of milk is generally established in about 
forty-eighthoors. Duriugthelatter monthsof pregnancy 
and immediately after labor a Buid called eoloslrum is 
found in the breasts ; having a larger supply of salts 
than milk it acta aa a laxative for the child and assists 
in carrying off the meconium. 

The establishment of the lacteal secretion on the 
second or third day after delivery is often accompanied 
by constitutional irritation ; the breasts become swollen 
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ami tender, the pulse is quickened, the temperature ele- 
vated, and there may be alight shiveriflgB, — the disturb- 
ance being known aa " miik lever." 

As soon as the sec-retiou baa been established these 
symptoms usually subside. 



CHAPTER II. 
MANAGEMENT OF CHILDBED. 

DuKiNQ the lying-in period the three essentials are' •" 
quietness, cleanliness, and rest. As Boon as the uterus 
is perfectly contracted and the external parts have been 
washed in a warm antiseptic solution , the soiled clothing 
must be removed ; after the abdominal bandage has been 
applied and the patient has had what light nourishment 
she may require the room should be darkened and all 
noise or excitement removed that sleep may be induced. 
Aflcr a few hours the patient should be seen and par- 
ticular attention given to the conditions of the pulse, 
bladder, and uterus; if there be retention of urine hot 
fomentations may be cautiously applied over the hypo- 
gastrium, but the catheter must be used before a delay 
of many hours has elapsed. The abiiomen should be 
felt to ascertain that the uterus is not unduly relaxed 
or distended,. and that there is no special tenderness on 
pressure. 

After^iains, if severe should he relieved by opiates, 
or if the lochia bo not over-abundant by external appli- 
cations of heat. Quinine (gr. x) is recommended when 
the opiates fail. 

The diet should consist of easily digestible food, 
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such aa milk, eggs, Bah, cliickcn, essenc*; of beef, toast, 
left, etc, ; after the tliinl or fourth day when the bowels 
have been evacuated and lautalion is established, the 
ordinary diet may be resumed with Bafety, but the pa- 
tient being confined to bed does not require the same 
amount of solid food ns when she is u|i. 

Oil the third or fourth day it ia customary to have an 
action of the bowels, either by an enema of soap and 
water, a dose of eastor-oil, or, if the secretiou of milk is 
over-abundant, by a saline laxative. In the majority of 
cases the pulv. glyeyrrhiza comp. is an eiBcient and 
agreeable remedy; aloes in small doses is recommended 
when the patient has hemorrhoids. 

Cleanliness in every particular is absolutely neces- 
sary. The room should be warm, but the air must l)e 
kept fresh and pure. The napkins which are applied to 
the vulva to receive the flow should be frequently 
changed. The external parts should be washed at IVe- 
quent intervals with a warm antiseptic solution, and 
vaginal injections of a similar warm solution arc gene- 
rally used, All soiled clothing must be immediately 
removed from the cbamlier. If the lochia become oflen- 
sive, injections of Labarraquc'a solution (liquor sodie 
chlorinatie) (diluted) or carbolic acid (diluted) should 
be frequently used until the unpleasant odor has disap- 
peared; these failing, the interior of the uterus must be 
cleansed, either by injections or by the use of the dull 
curette when the finger cannot be introduced. 

Jtest in bed for a considerable time is an important 
part of the management ; the number of days the patient 
should remain in bed depends on her condition, especi- 
ally on the progress of involution ; but the longer she 
retains the recumbent position the better. 
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If evorytUiiig he favorable, after nine or ten clays she 
may be [»eruiitte<i to sit uji a little, but shcmld avoiil 
walking or any exertion for at least ttiree or four weeki), 
During convalescence mild tonics and change of air are 
often s 



CnAPTER III. 
CONDITION AND CARE OF THE INFANT. 

A HEALTHY child, as haa licen said, begins to breathe 
and to cry almost immediately after its expulsion. In 
such cases, as soon as the pulsations of the cord have 
ceased or have become feeble, tlie ligature is applied and 
the child given to the nurse to be washed and dressed. 

In order to facilitate tlie removal of the unctuous 
material (vcrnix caseoea) with which it la covered, the 
body should be anointed with some oily substance such 
as lard, sweet oil, vaseline, etc., after which it may be 
carefully washed in warm water, care being taken that 
the eyes are thoroughly cleansed and that the child is 
not too long exposed. In cool weather it is Hater to 
avoid the use of water In the first cleansing of the child 
as it is liable to take cold ; having been well auointe<l 
the secretions can be readily removed by soft cloths, 

The dressing for the cord usually consists of a piece 
of linen (sometimes charred) with a hole in its centre 
through which the cord is passed, the linen being then 
folded over the cord. 

Absorbent cotton has been recommended for covering 
the cord, and is prolaably the beat dressing that can be 
applied. 

The dressing should be renewed from day to day 
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mtil the cord b&s withered and separated. This gciicr- 
ally occurs within a week, And n small pad of soft linen 
is then placed over the umbilicus. 

The child's abdomen should be Bupported by a flannel 
bandage which will also bold tlie rtresaing of the conl in 
place, care being taken that the bandage is not too tight. 
The child's clothing should be warm but light. 

Bathing of the entire body in tepid water is neces- 
sary at least onee daily. 

The vernix caseom, aa has been said, is an unctuous 
material consisting of epithelium and selmceous secre- 
tion which covers the skin of the child at birth. 

The meconium is a black fluid consisting of bile and 
mucous which is discharged from the bowels of the child 
during the first few days after its birth. 

The caput guccedaneom. is an o^dematons swelling 
which forma on the head ; it is produced V>v effusion 
from obstraction of the venous circulation caused by 
the pressure to which the head baa been subjected. The 
size and situation of the Bwelling vary with the duration 
of labor and the position of the head. 

It usually disappears in a few days, as do other altera- 
tions in the form of the cranium, and it is only when 
suppuration has occurred that puncture or incision is 
necessary. 

The breasts of new-born children, both male and 
female, are sometimes enlarged, and on pressure will 
yield a milky fluid ; in almost all cases the secretion dis- 
appears in a few days, but if the breasts be irritated, 
fiiippuratiou may result. 

Anphijxia Neonatorum. — In many cases of prolonged 
second atiige of labor, the head having been subjected to 
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long-continued pressure, or the utero-placental circula- 
tion having been interfered with, the child may be appa- 
rently dead when born. 

If its pulsations have ceased the cord should be im- 
mediately tied and the child removed from the mother 
by cutting the cord beyond where the ligature has been 
applied ; but when the face is livid it is sometimes bene- 
ficial to allow a few drops of blood to escape from the 
previously severed cord before applying the ligature. 
The mucus having been cleared from its mouth by the 
fingers, respiration should be stimulated by sharp slaps 
upon the thorax with the hand or a wet towel, by 
quickly rubbing the body with brandy poured upon the 
hands, by sudden and alternate applications of heat and 
cold, or by carrying on artificial respiration by move- 
ments of the arms and chest. These metns failing, a 
flexible catheter should be passed into the glottis when 
air can be gently blown into the lungs and expelled by 
compression of the thorax. The fluids which fill the 
trachea will flow through the catheter, or may be sucked 
up into the instrument and thus removed from the lung** 
The same effect may be produced by placing the hand over 
the child's nostrils and blowing directly into its mouth, 
but the liability is that the stomach will be inflated instead 
of the lungs. As long as the heart continues to act 
there is hope for recovery, and artificial respiration 
should be persevered with until the natural respiratory 
movements commence. 

Jaundice commonly occurs a few d&ys after birth, 
and usually disappears spontaneously. Premature or 
weak children are especially liable to the true variety, 
but in the majority of cases the jaundiced hue is due to 
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grent liyperffiiiiia of the ekiii followed by deequamation ; 
ill such caees tticre is no diBooluration ol' the Bclcrotic. 



CHAl'TER IV. 
LACTATION. 

After the mother has rusted ti few hours the child 
may be put to the breast ; auch application favoru uterine 
contraction, and at the same time the temporary sei-rc- 
tion known aa colostrum by its purgative properties 
induces a discharge of the meconium with which the 
Iwwcig are loaded. 

Previous to the third day, or before full establishment 
of the lacteal secretion, the child should take the breast 
only once or twice daily ; afterward it must be applied 
regularly every two or three hours. At night the inter- 
vals between nursing should be gradually lengthened. 

The child usually requires no nourishment before it 
can be snpplied by the mother ; if any ia given mean- 
while it should be simply sweetened water. 

When the mother's health permits, and unless there 
is some eontra-indication, such as a marked strumous 
diathesis, ayphilis, phthisis, great debility, or excessively 
sore nipples, the child should be nursed by her at least 
for a few months, as it favors the proper involution of 
the uterus and gives the child a better chance of living. 

If the mother cannot or will not nurse the child, a 
wet nurse should, if possible, be procured. She should 
be strong and healthy, between the ages of twenty anil 
thirty-five years, and free from all traces of conatitutioniti 
disease; the breasts should be in a healthy condition, 
■ttie nipples well formed :ind free from crutka or erosions; 
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the milk sbould flow easily, and eliould, if possible, be 
carefully esamioed; the nurse's child should be near the 
same age as the child to be suckled, plump, well oour- 
isbcd, and free from ull blemishes. The diet of the nurse 
should be plain, nutntious, and abundant. 

If the mother is unable to nurse the child, and a wet 
nnrae cannot be procured, artificial or hand-feeding will 
be necessary; the mortality of such children is much 
greater on account of the unsuitable food that is so 
often used. 

The substitute most suitable to all cases is cow's 
milk; it differs from human milk in containing less 
water and sugar and more casein, and must, therefore, 
be diluted with water and sweetened before use. Dilu- 
tion is necessary only during the first two or three months 
(about one part water to two parts milk) ; afterward pure 
milk warmed and sweetened may be given. In order to 
prevent the coagulation of the casein, lime-water should 
be added to the milk. In hot weather it is safer to have 
the milk boiled and then prepared in the usual way. 

When it is impossible to get good cow's milk, or 
when the latter disagrees with the child, condensed milk 
should be tried. The fooil must be prepared fresh for 
every meal, and given in moderate quantity at regular 
intervals ; the bottle must be scalded after each use, and 
the nipple, which should be used in preference to a tulje, 
must be kept perfectly clean. 

During the first three months purely starchy food, 
such as com flour, arrowroot, etc.. must be avoided, as 
the child cannot digest it. For the majority of children 
before the sixth month milk should be the only food, 
but after that time the child may have occasionally 
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'chicken or lieaf broth with bread crutabs, ontincal, and 

if iieccssari', oue of tho various inliiiita' fooda may be 
commenced. 

CHAPTER V. 
PATHOLOGY OF CHILDBED. 
The diaeaaes and accidents which are liable to occur 

ill connection with the lying-in jteriod are as follows: — 

Disorders of lactation; puerperal septicwmia ; j>elvic 
cdlulitia and pelmc peritonilia; puerperal thrombi)sis 
and embolism; phlegmasia alba dalens; puerperal in- 
sanity, 

\. DISORDERSOF LACTATION— Thesearc numer- 
ous and always demand careful attention as well as care- 
ful treatment. 

It is sometimes necessary on account of death of the 
child, inability to nurse, or a desire to wean it, to use 
means for getting rid of the milk as soon as possible; in 
order to accomplish this the diet should be restricted, a 
daily saline laxative given, and the breasts covered with 
a layer of lint or cotton-wool soaked in a spirit lotion, 
over which oiled silk is placed. Among the remedies 
recommended for this purpose are camphor, atropia or 
belladonna, and iodide of potassium internally. 

Generally all local treatment, except that which is for 
the patient's comfort, is unnecessary, for the secretion 
stops when the milk Is no longer required. 

(a) Excess of milk accompanied by constant drib- 
bling, known as galactoiTlia>a, is of common occurrence 
during the first weeks alter delivery; it is especially 
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1 of delicate constitutions. 
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Whenever tlie mother's health is being affected by tbo 
drain upou her Bjstem the child should no longer be 
allowed to nurse, especially as the milk Booner or later 
must disagree with it. 

The above-mentioned means for stopping the secre- 
tion may then be applied, and in addition the breasts 
should be compressed by strapping. 

(b) Defloienoy of mitk is usually the result of defective 
nutrition. The requirements for the abundant secretion 
of milk are as follows : A liberal and nutritions diet ; 
regular rest ; moderate exercise in the open air ; freedom 
from anxiety; and, in certain cases, less frequent appli- 
cations of the child to the breast, cow's milk being occa- 
eionally substituted. 

(c) Sore nipples may be caused by apbtbons condi- 
tions of the child's mouth, but are most likely to occur 
when the skin is thin and tender and lacking in 8eb&- 
ceous secretion, or when the nipples are retracted and 
difficult for the child to seize, as is often the case in pri mi- 
parse. 

The two varieties of sore nipple are : — 

Abragions, which may become small ulcers ; cracka 
or fisgures, which are generally found at or near the base 
of the nipple. 

Iq either condition the suffering may be intense 
when the child suckles, and the inflammation may ex- 
tend to tlte mammary gland. 

Treatmenl. — It is recommended to prepare the nipples 
for nursing in the latter months of pregnancy by bathing 
them with spirituous or astringent lotions. When nurs- 
ing has commenced, and the child lias been removed from 
the breast, the nipples should be washed and thoroughly 
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(fried. Cocoa-butter or mutton suet may be applied, 
nnd n shield worn as long as the mother ie in the re- 
ciiiubcnt poeitiou. When the nipple becomes Bore and 
puiiiful one or more of the following remedies may be 
employed : glycerite of tannin ; weak solutions of nitrate 
of silver; the mitigated stick; flexible collodion; com- 
pound tincture of benzoin ; nitrate of lead (gr. x) in gly- 
cerine (r3j)i tincture of catechu; a mixture of sulphur- 
ous acid (fSss), glycerite of tannin (I'^sa)^ water (f.^). 
Before putting the child to the breast the lotion should bo 
washed otf. If the child can be induced to suck through 
tt nipple shield much relief will be temporarily aflbrded. 

(d) Inflammation of the breasts may result from en- 
gorgement of the lacteal tubes, exposure to cold, injury, 
mental emotions, or, as is frequently the case, from a sore 
nipple by spread of the Inflammation. It may involve 
only one or two lobules and be comparatively superfi- 
cial, or may affect the entire breast. The breast is hard, 
tender, and enlarged ; there may be Bwelling of the axil- 
lary glands, and fever is always present 

The inflammation: may terminate in resolution or in 
suppuration with the formation of one or more abscesses 
which may lead to the formation of jistulre. 

Suppuration is generally ushered in with rigors ; the 
ekiu over a particular portion of the breast becomes red 
and tense, and the abscess eventually bursts. The ab- 
scess usually points near the nipple; but when suppura- 
tion is deep seated the pus may burrow extensively 
beneath the glandular structure of the breast. 

Trealmejil. — Prophylaxis includes the treatment of 
sore nipples and guarding the breast from injuries of 
various kmds} engorgement of the lacteal tubes should 
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Ije prevented by regular niirBing, removal of the esces- 
sivc Bccretion, gentle hand friction, and the application 
of heat- 
When the in 11 animation has commenced resolution 
should be fuvored by absolute rest (removal of the child), 
ealines,aconite, and quinine. Fain may be relieved by 
giving opiates and applj-ing hot fomentations, light 
poulticea, belladonna, or a solution of atropia, the breast 
being supported by a bandage. 

The local application of ice has been highly recom- 
mended. When suppuration has taken place the absoosa 
should be opened as soon as possible and the pua evacu- 
ated, the incision being made in a line radiating from 
the nipple to avoid severing the milk-ducts. The open- 
ing thus made should be dressed antiseptically to avoid 
long-continued suppuration. 

When sinuses and flstulaB result the breast should be 
strapped and stimulating lotions or injections used, the 
secretion of milk being checked as soon as possible; 
sometimes it will be necessary to lay the sinuses open. 

2. PUERPERAL SEPTICEMIA, called "puerperal 
fever," is an acute contagious disease attacking women 
in childbed but identical with ordinary septictemia. 
There are numerous theories regarding the nature and 
origin of the disease, among them are the following ■ — 

That it is a local inflammation producing secondary 
constitutional effects; 

That it is an essenthilly zymotic fever, peculiar to 
and attacking only puerperal women; 

That it is produced by the absorption of septic matter 
into the system, and is, therefore, identical with surgical 
septiciemia. 
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Tlin latter theory is the one generally accepted at the 
present time. 

The cause of puerperal fever is septic poison in the 
system; this poison may be produced within the body 
of the patient (iiutogenetic), or it may be conveyed to 
the patient iVom without (hetcrogenetic). 

The sources of Belf-iufection (autogenetic) are de. 
composition of the tissues of the mother or of mntter 
retained in the uterus or vagina that ought to have been 
expelled, such as coagu!a and small portions of mem- 
brane or placenta wliich have putrefied IVom the access 
of air. Some authorities claim that the conditions 
named are not the sources of infection, but that they 
furnish a favorable soil for the development of the 
poison. 

The sources of hetcrogenetic infection are probably 
any decomposing organic matter, some forms behig more 
virulent than others. 

The poison may be carried from one patient to 
another, from the jTosl-mortem or dissecting-room, or 
may be produced by the poison of erysipelas, scarlatina, 
and other zymotic diseases. It may be conveyed by the 
hands of the accoucheur, by the nurse, by sponges, etc., 
or by the atmosphere. 

The absorption of septic matter may occur at the 
placental site or in wounds of the cervix, vagina, and 
perineum ; in some cases the absorption is believed to 
have taken place through the intact vaginal or cervical 
mucous membrane. 

The pathology of the disease includes lesions which 
may be slight or may involve a large portion of the 
^ body ; these are as follows : — 



InSsmmation of Om iC|juil amA uterine mucous 
meinbniDes, snuU wounds of these parts being generaJly 
covered trith iliphtherittc patches; 

Inflammation of the uterine parenchyma, and of the 
connective tissue adjacent to it : 

Inflammation of the oyaries; 

Inflammation of the peritooeum, which may involve 
only that found within the pelvis, or be general; 

Inflammation of the other seroos membranes (pleura, 
pericardium, meninges, joints); 

Inflammation of the lympliatic glands ; 

Pytemia with the formation of abscesses in various 
, puts of the body. 

The gymjit(ymM vary greatly in different cases. The 
disease generally commences within the first five days 
after deliver}', the onset being most common on the 
third. A sudden rise of temperature (102° or more) 
aecompanietl by rigors and quickening of the pulse are 
often the first symptoms which attract notice; in some 
cases the temperature may qnickly rise to 103° or 104°, 
and tbe pulse to HO. Tliere is tenderness over the 
uterus, but little or no pain; the spleen is enlarged and 
tender; intelligence is unimpaired unless the tempera- 
ture has remained high when there may be delirium. 

The headache is severe; the tongue is coated, and 
becomes eventually dry and brown ; the teeth are covered 
with Bordes; thebreatbing is hurried, and the breath has 
a heavy sweetish odor. The abdomen is distended and 
tympanitic; vomiting and liitirrlnwi iiro of frequent 

oecurrfcncf ■ i profuse and 

nncontrnl. suppressed 

or altci-i • . '■■' ''" I •■•r.yy be highly 

oliensivi' , 
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The coraplicationa — such as peritonitia, pleurisy, 
pneumonia, pericnrditiB, and nephritis — are accompanied 
by their own Hymptoms, and variouBly modify the course 
of the disease. 

Death is the result of the com plications, or tlie patient 
may paaa into a typhoid condition with rapid or inter- 
mittent pulse, marlced delirium, great tympanitis, and 
die of exhaustion within a week. 

Treatment. — Prophylaxis ia the moat important part 
of the treatment ; it includes precautions taken by the 
patient, accoucheur, and nurse before, during, aud after 
labor. 

The physician should not take charge of a case of 
labor whilst he is in attendance on a oaae of puerperal 
fever, infectious disease, or ia engaged in the dissecting- 
room ; if there be a necessity for his attendance lie must 
first take a full tiath, make a comi)]etc change of cloth- 
ing, and, before examining the patient, should wash his 
hands and arma in an antiseptic solution. In order to 
guard against the sources of self-infection all clots, 
ehreds of membrane, and pieces of pla^ienta should be 
removed, and the uterus firmly contracted. 

The nurse must be scrupulously clean, and in wash- 
ing and syringing the patient should use antiseptic 
solutions. 

When the disease exists further absorption of septic 
matter should be prevented by vaginal, and, in some 
cases, by intra-uterino injections of antiseptic solutions. 

Intra-uterine injections should be used with caution, 
:a fountain syringe being employed for the purpose on 
icount of its greater safety. 

The usual result of the repeated injections is a marked 
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lowering of the temperature ; if, however, the fever still 
continue aud there be any foreign substance within the 
uterus, the fingers, forceps, or dull curette must be used 
to remove it. 

The temperature may be reduced by the cold bath, 
the wet sheet, applications of ice to the abdomen, or fre- 
quent sponging of the skin with cool water ; when there 
18 much abdominal tenderness or tympanitis, flannel 
cloths wrung out of hot water and sprinkled with tur- 
pentine should be substituted for the cold applications. 

The medicines that may be employed for tbis pur- 
pose are: Quinine, salicylic acid, salicylate of sodium, 
antipyrin, alcohol, and, if the pulse is not weak, aconite. 
Opium is frequently indicated to relieve pain or restless- 
ness, or to assist in checking the diarrhoea. 

Nourishment must be given frequently in the form of 
easily digestible food to which stimulants may be added 
as indicated. 

The complicationa which so often arise must be 
treated on general principles. 

3. PELVIC CELLULITIS AND PELVIC PERI- 
TONITIS.— Pelvic cellulitis is an infl;imniation affect- 
ing chiefly the connective tissue surrounding the gene- 
rative organs contained within the pelris ; pelvic peri- 
tonitis is an inflammation attacking that portion of the 
peritoneum which covers the pelvic viscera. These dis- 
eases which are frequently associated are not limited to 
the puerperal state, and when they do occur in connec- 
tion with it, may or may not be accompanied by general 
eepticremia. 

They are produced by extension of inflammation 
from the uterus, ovaries, or Fallopian tulaes; by irritat- 




ing discharges from the tubes or ovaries ; or by niiiuhaui- 
cal injury. 

CelluUtiB rarely exiBts without peritonitis. 

The Symptoms of these diseases may show themselves 
within a few days after delivery or may eome on after a 
period of several weelvs. Those which first attract atten- 
tion are a rigor or chilliness, and the accomjwnyiiig pain 
in the lower part of the abdomen. The pain may be 
slight or may be excessive with occasional intermiasions. 
The tenderness on pressure is marked when there is peri- 
tonitis, less so when there is uncomplicated cellulitis. 

The temperature is ofteu very high (104°), but gene- 
rally there are marked remissions. 

The pulse varies from 100 to 120. Nausea and 
vomiting accompany the peritoneal inflammation. 

The vagina is found hot, swollen, and tender, and a 
thickness or induration may be detected near the uterus ; 
if there has been much exudation the uterus is displaced 
and more or less fixed. 

The inflammation may end in resolution or suppura- 
tion; in the former case the acute symptoms subside, 
the tenderness disappears, the swelling decreases and 
may be absorbed, or permanent adhesions with fisation 
and displacement of the uterus may result; if suppura- 
tion occur the acute symptoms continue and are accom- 
panied by the characteristic rigors and exacerbations of 
temperature until the abscess has formed and opened 
either through the abdomiual wall or into the rectum, 
bladder, vagina, or, as sometimes happens, into the peri- 
toneal cavity when general peritonitis results. 

Suppuration is more likely to occur in cellulitis than 
in peritonitis, and is said to be rare in either case except 
when associated with puerperal fever. 
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The prognosis for recovery is good, but the liability 
to general peritonitis, exhausting suppuration, and per- 
manent alteration of structure of the parts niakes it less 
favorable. 

Treatment. — The most important points are : Belief 
of pain ; absolute rest. 

For the relief of pain opiates should be given repeat- 
edly in large doses, and warmth and moisture applied in 
the form of poultices to the lower port of the abdomen. 

Local abstraction of blood by leeching is recom- 
mended in the early stage of the disease. 

For the pyrexia quinine is useful and may be given 
with the opiates. The constipation thus produced can 
be overcome by enemata or small doses of castor-oil. 

Small doses of tartar emetic and calomel may be 
combined with morphia and given during the acute 
stage ; when this stage is passed the daily local appli- 
cation of tincture of iodine or some other form of coun- 
ter-irritation should be employed. 

When the abscess has formed the aspirator should be 
used, or if it is superficial a free incision may be made 
and antiseptic treatment instituted. 

During all of this time absolute rest in bed is neces- 
sary ; the diet should be abundant, simple, and nutri- 
trious ; stimulants may l>e necessary ; tonics are indi- 
cated and generally beneficial. 

4. PUERPERAL THROMBOSIS AND EMBOLISM. 

Thrombosis ia a partial or complete blocking of a 
bloodvessel by coagulation of the blood. 

Embolism ia an obstruction due to the impaction of 
a separated portion of a thrombus formed elsewhere. 

These obstructions are liable to occur in arteries or 
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veina, but it is tlie pulmouary artery tliat ia most com- 
monly atl'euted during the puerperal stntc. 

Tlie causes of coagulation are : Excess of fibrin in 
the blood; a stagnant or arreated circulation; mechani- 
cal obstruction. 

Embolism, as has been said, is produced by the car- 
rying of all or a portion of the clot to the right side of 
the heart, whence it ia sent to the pulmonary artery. 

Obstruction of the general arterial system may he 
due to alteration of the blood or to detachment of vege- 
tations on the cardiac valves. 

The symptoma of thrombosis and embolism are almost 
identical, and usually come on suddenly. Intense dysp- 
noea, giving rise to violent efforts to get more air, sets in 
ind continues until the patient dies of asphyxia. The 
pale or cyanosed ; the pulse ia feeble and at length 
imperceptible ; a systolic murmur may be heard over the 
pulmonary artery ; the intelligence is unimpaired almost 
to the last. 

Death generally results from asphyxia or syncope, 
but if the obstruction be only partial, if sufficient blood 
may pass to keep the patient alive, and a sudden supply 
of oxygenated blood be not demanded by any undue 
:ertion, the patient may live until the obstruction is 
iremoved. 

Obstruction of the general arterial system causes 
symptoms which vary with the arteries affected and the 
amount of the obstruction. 

Treatment. — The indications for treatment are : Ab- 
solute rest in bed,no movement whatever being allowed; 
administration of stimulants. If the patient survive the 
tnset of the attack ammonia and other alkalies have been 
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recommended to prevent further coagulation and to favor J 
absorption of the clot droaily formed. 

5. PHLEGMASIA ALBA DOLENS.— A swelling of] 
one or both legs ocuurring after labor, but rarely bcforel 
the second week. The causes of the swelling are : — 

Thrombosis of the uterine veins, which may extendi 
to the iliac and femoral veins, or thrombosis of thej 
femoral vein alone ; 

PhleHlis resulting in thrombosis. 

Phlegmasia dolens is a frequent complication of sep- ' 
ticicmia, and on this account has been thought to be 
always produced bj- that disease or to Ije dependent on it. 

The si/mptovis are : Acute pain extending the length 
of the limb and along the vein; swelling of the limb, J 
commencing within tlie first twenty-four hours after the J 
onset of the pain ; restlessnesa ; elevation of tempera- I 
ture; rapidity of the pulse. 

The swelling usually begins in the groin and extendsJ 
downward ; it may be limited to the thigh or may in- ' 
volve the entire limb. The part of the limb afl'ected it 
hard, tense, of a shiny white color, and unyielding on 
pressure except at the onset or toward the termination 
of the affection. 

The left leg is most frequently attacked, but the I 
swelling may extend to the other limb. 

After the swelling has set in the pain is not bo severe, I 
but it does not cease altogether for a week or two whea I 
the acute symptoms usually subside. The swelling J 
gradually diminishes, but absorption may not be com- i 
pleted for several months. Too early use of the limb 
may cause a recurrence of the swelling ; in rare ( 
suppuration takes place. 
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The greatest dimger is, ilotjiehmeiit of a portion of 
I the tlirorabiia and possibly fatal pulmonary obatruction. 

J'realmtiit Tlio limb should be kept at perfect rust 

\ in tlie horizontal position in order to guard against pul- 
I monary embolism ; imin may l>e relieved by the constant 
[ application of beat and moisture in the form of poultices 
L or turpentine stupes, also, by the frequent use of 
lanodj-nes, liniments, and opiates given Internally; the 
[ diet must be lij^bt, but nutritious and abundant; stimu- 
I lants may be required. 

The remedies for internal use are: Nitrate of potash; 
I chlorate of potash; carbonate of ammonia; iron; qui- 
ne; and tonics. 
After the acute symptoms and all pain liare subsided 
I the limb should be firmly and evenly bandaged from be- 
low upward; but until the swelling has commenced to 
disappear it should remain elevated and at rest. 

6. PUERPERAL INSANITY.— Insanity may come 
on during pregnancy, during labor, or during the puer- 
peral state and the period of lactation. 

Insanity coming on after labor is the most common 
I variety. There are two forms of the disorder : acute 
mania, which usually comes on within the flrst week or 
I two after delivery; melancholia, which usually com- 
mences later, but during some part of the period of 
I lactation. 

The causes are : Heredity; moral influences; physical 
r influences. Exhaustion produced by hemorrhage, albu- 
I. minuria, septic matter in the blood or prolonged lacta- 
I tion predispose to it. 

The jjropnosis should be guarded; it is said, however, 
I that most of the patients recover. In delirium of the 
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first few days after delivery death may occur or the dis- 
ease may terminate in permanent mental derangement. 

Most of the cases of insanity of lactation recover 
after the child has been weaned. 

Treatment — Acute mania requires abundant nour- 
ishment and sleep. 

Solid food should be given if possible, but if she 
refuse to take it, liquids must be forcibly introduced ; 
the bowels should be regulated by occasional aperients ; 
stimulants should be withheld until exhaustion necessi- 
tates their use. 

Sleep must be induced by the use of chloral by the 
mouth or rectum, bromides, warm baths, or the wet pack. 

The room should be kept cool, darkened, and quiet. 

Cases of chronic melancholia are best treated in an 
asylum. 
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CHAPTER 1. 
INDUCTION OF ABORTION AND PREMATURE LABOR. 

TiiB induction of abortion is an operation not dc- 
Bigned to eave the child, but perl'ornied in the inturcst 
of the mother; the induction of premature labor is a 
ConBervative operation performed in the intcreBte'of 
both mother and child. 

Abortion may be brought on at any time before the 
period of viability (seventh month). 

The induction of premature labor should not be 
undertaken until after that period. 

Before undertaking either of the operations a con- 
Bultation must invariably be licld. 

r. ARTIFICIAL ABORTION— The induction of 
Abortion is justifiable when one or more of the follow- 
ing conditions exist: — 

Such obstruction of the birth canal that the deliverj- 
of a living child cannot be effected; disease of the 
toother, induced or aggravated to such an extent by the 
pregnant condition that ber life is endangered; retrover- 
sion, retroflexion, or procidentia, which cannot be re- 
placed ; disease or death of the embryo or foatus. 

The mode of ojieraling varies according to tlie time 
(159) 




of the operation. During tbe early months a sound or 
metallic bougie may be paused vithin the uterus so that 
the iuternal os is slightly dilated and partial detachment 
of the membranes effected, rupture of the ovum being 
avoided if possible. If this fails after several daily 
repetitions, the cervix may be dilated with a tent which 
generally gives rise to uterine action. These means 
failing, the finger may be passed through the dilated 
cervix and the attachments broken up, or the ovum miiy 
be punctured with a sound. 

Every effort should be made to bnng the ovum away 
intact, and on this account the earlier the abortion is 
induced the more favorable the termination is liliely to 
be. In the latter months it is generally better to punc- 
ture the membranes at once, as the ovum is not likely to 
be expelled intact; for this purpose a narrow pointed 
uterine sound may be used. Various drugs, electricity, 
and intra-uterine injections have been employed, but are 
more dangerous and less effective than the other means. 

2. PREMATURE LABOR.— The induction of pre- 
mature labor is justifiable when one or more of the fol- 
lowing conditions exist : — 

Pelvic contraction or tumors; diseases endangering 
the mother's life, such as uterine hemorrhage, eclampsia, 
obstinate vomiting, etc. ; habitual death of the fcetus before 
full term ; or large size of the fcetal head, which may be in- 
dicated by the histories of previous pregnancies. 

The vielhodii of operating are liumeToas s.nd generally 
effective. The following arc the means that may be em- 
ployed : — 

Taginal douches of hot or cold water, and vaginal 
tampons ; 
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ArtiTiciu,! tlilatatiun of tlic ob with hydrostatic dU 
latora ; 

Introduction of a flexible bougie into tlie uterus 
between the membranes and the uterine wall, the bougie 
remaining in ititv until labor comes on ; 

Puncture of the mcmbraiics, when the operation is 
not performed in the interest of the child ; 

Intra-uterine injections of tnr-watcr or warm water, 
and tlie introdnctiou of carbonic ncid gas into the va- 
gina — each of these methods having been abandoned as 
unsafe ; 

Stimulation of the uterus by friction or electricity; 

Ergot and numerous other drugs, none of which 
ought to be used. 

In orflinary cases the best method is the introduc- 
tion of a flexible bougie into the uterus; in connection 
with this the vaginal douches may be employed, but, if 
there is a necessity for haste in the later stage, dilatation 
may bo more rapidly effected by the use of the hydros- 
tatic dilator of Barnes. The most rapid method fVom 
the first is puncture of the membranes and insertion of 
a tent, the effect of the latter being continued until the 
hydrostatic dilator can ]x used. 



|U CHAPTER 11. 

H USE OF THE FORCEPS. 

Ths obstetric forceps consists of two separate blades 
curved to fit the child's head and, in most of the modern 
instruments, to correspond with the axis of the pelvis. 
There are two varieties of forceps — the tihort and the 
w 
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Fig, 36,-Pirviii-Da.i, fo.cepi. 

long — but of each of these 
varieties there are numerous 
modifications. 

Straight forceps, cnrved 
only to fit the child's head, 
and without the pelvic curve, 
were made short and long ; the 
former could be used only 
when the head was near the 
perineum, while the latter 
would not allow the head to 
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lie grasped in the axia of the brim, nor could trnotion be 
maile in tlie direction of that axis. 

Since the invention and addition of the pelvic curve 
the straight instrument has been almost entirely unused, 
except for rotation of the head which is sometimeB neces- 
sary in occipito-poaterior positions. (See page 109.) 




Simjreon's "axis-traction" forceps and Tamier's for- 
ceps have supplementary handles attached to the hlades 
near the lower margins of the fenestne; traction being 
made by this handle and not by the others less force is 
required, the blades are not likely to slip, rotation of the 
head is not interfered with, and the direction of the trac- 
tion is in the axis of the pelvis. 

Good forceps should be smooth, stiff, and strong with 
moderately long handles ; the cranial curve should be of 
medium sharpness, and the pelvic curve not more than 
30 or 35 '^ ; the tips of the blades should be one-half to 
one inch apart wlien the bandies are closed ; the outside 
measurement across the blades at the widest pnrt should 
not be greater thuu three aud three-eighth inches. 
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The acliiin of the forcepB is threefold : as a tractor ; 
us a lever ; tia a tvmpresHor. The chief action, howevi-r, 
is as a tnictor. It nets as a lever when a firm hold is 
had ou the head mid when slight oscillatory movements 
are made, as is necessary in some cases of impaction of 
the lie.ad. It acts as a compressor, but this actioa is 
generally not considered desirable. 

In addition a dynamic action has been claimed for 
the instrument; it occasionally happens that the intro- 
duction of the blades excites increased uterine action 
through the reflex irritation induced by the presence of 
a foreign body in the vagina. This action can never be 
relied on. 

The application of the blades and the use of the in- 
strvmenl ia an easy and safe operation when the head is 
low in the pelvis; when the head is situated at or above 
the brim of the pelvis the operation is more ditRcult, and 
at tiie same time more dangerous. 

The indications for the use of the forceps are: — 

Cases where the ordinary forces of tabor are insufH- 
cient to overcome the obstacles to delivery, aa in nar- 
rowing or partial obstruction of the birth canal, uterine 
inertia, large fcetal head, malpositions, etc.; 

Cases where speedy delivery is demanded in the inte- 
rest of either mother or child, as in eclampsia, exhaus- 
tion, prolapse of the cord, hemorrhage, etc; 

Cases where the head is engaged in the pelvis, and 
there has been no advance for some time, the " rebound" 
during the intervals of the diminishing pains having 
ceased. 

The conditions necessary for the use of the forceps 
are: — 
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Rupture of the membranes ; 

Complete dilatation of the os and retraction of the 
cervix ; 

Knowledge of the position of the presenting part; 

Emptiness of the bladder and bowels. 

The rule was that the blades should be applied to the 
head only, whether it come first or last, and whether the 
position be vertex or face ; they have been, however, in 
some cases successfully applied to the pelvis when that 
part presented. 

In rare cases the blades may be passed within the 
uterus before there has been complete dilatation and 
retraction of the cervix for the purpose of bringing the 
head into the pelvis, but the danger of cervical laceration 
is very great. 

The use of anaesthetics in application of the forceps 
is generally unnecessary except in the high operation. 

The patient should lie on her left side and be brought 
to the edge of the bed with the nates parallel to it, the 
body lying across the bed and nearly at right angles to 
the hips. 

In a difficult case she may be placed on her back in 
the lithotomy position at the edge of the bed ; in this 
position, however, there is not only more exposure but 
greater risks to the perineum. 

The blades should, as a rule, be applied to the sides 
of the pelvis and not invariably to the sides of the head 
as was formerly taught. 

The operation includes three acts : Introduction of 
the blades; locking; extraction. 

Introduction, — This part of the operation must bo 
done during the intervals between the pains. The 
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blades haying been ihoruiighly cleansed, warmed, and 
lubricated, on account of the arrangement of the lock, 
the lower one — when the patient lies on her left side — 
should be introduced Grst. 

This bhwie (which always passes to the left side of 
the mother's pelvis) is taken in the left hand and gently 
[tasaed in the axis of the pelvis along the palmar surface 
of the right, which has been previonslj' introduced into 
the vagina, until its point rests just under the tips of the 
fingers by which the blade is guided into position on the 
head. At first the handle should be raised and directed 
somewhat forward, but as the blade passes up tlie handle 
must be carried backward. 

Ill pushing the blade into position on the head no 
force should be used, and the fingers of the right hand, 
still within the vagina, should protect the cervix from 
injury as the blade is being guided into its position. 

If any obstruction be felt the blade must be partially 
withdrawn, and gentle efforts continued until it passes 
readily. ' 

When fully inserted the handle is drawn back toward 
the perineum and held there by an assistant until the 
second blade has been taken by the right hand and intro- 
duced Into the right side of the pelvis; being guided by 
the palmar surfaces of the fingers of the left hand the 
blade passes to the other side of the child's head. 

In some eases, especially second positions of the 
vertex, the second or right blade of the instrument 
commonly usetl cannot be introduced after the first 
or loft blade is in position; in order to overcome this 
difficulty by permitting either blade to be applied 
before the other, which is not possible in other instrc- 



monta on acooimt of tbe crossing of the Imnclloa and 
arraugoinent of tlie lock, an iiisti'mncnt with piirallul 
liandles liaa been devised by Prof. William S. Stewart, 
of Philadelphia. 
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Pki. ST.— WillUm S. Slewatl'i fotcepi. 

In addition to this advantage the instrument has the 
following merits which have been proved b.v experience 
in the use of it: — 

Impossibility of their slipping if the blades have 
been properly applied; 

Moderate and even compression, the decree of com- 
pression being regulated by the amount of resistance ; 

Greater fiicility for making traction. 
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Locking. — When the introduction has been efTected 
the right handle of the instniuient rests upon tlie left 
one, and if tlie blades liave been properly applied there 
is usually no difficulty in locking them. If, however, 
this cannot be done by gentle movements, one or both 
blades must be pai'tially or entirety withdrawn and again 
introduced. 

Care is to be taken in locking that hairs or folds of 
skin are not caught in the lock. 

Traction. — When the locking has been effected, and 
before traction ia made, the finger shonld be introduced 
to make sure that the blades have been properly applied 
to the head, and that there is no danger of their slipping. 

Traction must be made in the direction of that part 
of the pelvic axis in which the head ties; when the head 
is high, downward and backward; when it has reached 
the lower part of the pelvis, downward and forward until 
finally, as the head emerges, the handles are carried up 
towar<i the abdomen. 

Traction should be made only during the pains; if 
the pains have ceased, or occur at long intervals, the 
uterns should lie stimulated by external friction , traction 
being meanwhile made regularly at intervals of a few 
minutes. 

It should be steady — oscillatory moTements being 
justifiable only in rare cases where the head does not 
advance. Rotation of the head generally occurs inde- 
pendently of the forceps if their hold is occasionally 
relaxed. 

Removal of the forceps when the head has been 
brought to the perineum, and before it passes through 
the vulvar orifice, in recommended by some autliorities; 



_ otherB retain the hold with the instrument until the head 
8 delivered that its exit may be retarded until the vnivar 
liOriflce is eufflciently dilated. 

Vectis. — The vectia consists of n handle and single 
blade having a cranial but no pelvic curve. Its action 
is that of a tractor and lever, but since the introduction 
of the forceps its use has been almost abandoned. 
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It may be used, however, with advantage in correct- 
malpositions of the head, especially cases of occi|)ito- 
posterior presentations. When the head is in the lower 
part of the pelvis, and the pains have not entirely ceased, 
it can be used as a substitute for the short forceps; but 
in all cases, on account of the frequent applications to 
the diU'erent parts of the head and the manner in which 
the instrument must be used, there is great risk of injur- 
ing the maternal tissues. 

Fillet.— The fillet, one of the oldest of obstetric in- 
Btrnments, consists, as it is now made, ofn slip of whale- 
bone fixed into a handle composed of two separate halves 
rblch join into one. 

By slipping it over the occiput or face and making 
traction malpositions may be corrected or the head may 
be brought down. It can be used as a substitute for 
the vectis, but in most cases the forceps should have the 
preference. 
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CHAPTER III. 
VERSION. 

A TURNING of the fcBtiis by which the presentfltion is 
changed. The success of the operfltion depends on the 
mobility of the fcetua in vtero. The risks and difHeiilties 
of the operation are less if the amniotic liquor is present 
or has only recently escaped. 

If the uterus is tightly contracted on the foetus, at- 
tempts at version may be followed by rupture of the 
organ. 
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Before undertaking the operation the blaiUIer and 
rectum must be emptied. 

The indications for tbe operation are conditiona im- 
periling tlie lifeof either mother or child, — such astrons- 
\erae preaentatious, hemorrhage, certain cases of con- 
tracted pelvia and of prolapse of the cord. 

The mtthods of performing version are three, viz: — 

External method, effected by external manipulation 
only; 

Internal method, effected by the hand introduced 
within the uterus, the external hand being used only to 
steady the uterus ; 

Combined or bi-polar method, in which one hand is 
used in the vagina, while the other assists in moving the 
fcetus by pressure through the abdomen. 

The varieties of version are two: Cephalic; podalie, 

I, CEPHALIC VERSION— This variety of turning, 
although the first to be introduced, was not used with 
much advantage before the invention and use of the ob- 
stetric forceps; since their introduction cephalic version 
baa been more or less restricted on account of the many 
favorable conditiona neceasary to its performance. It 
may be jjcrformed by the external method, with both 
hands upon the abdomen, or by the combined or bi-polar 
method. 

(a) External method. The operation must be per- 
formed while tbe fcttus is very movable, therefore before 
or ahortly after rupture of the membranes. It is indi- 
cated in the latter part of pregnancy or at the coraracnce- 
nicnt of labor to correct malpresentations, especially 
transverse or oblique positions of the foetus. 

The positions of the head and breech having been 
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discovereil l>y use of the usual methods of (iiagnoais, and 
R ohiiiige of presentation found to he indicated, the operii- 
tion may be commenced. 

The patient should lie on her Imck; the operator 
standing at her right side grasps the foBtal liead with his 
right hand, while the left is applied to the other end of 
the body. Tlie head and breech are then pushed in 
opposite direetiona until the head is above the brim of 
the pelvis where it must be held, uutil engaged, by the 
patient lying on her side, by the hand, or, by means of 
pads placed on the abdomen at the breech and head and 
held in position by a bandage; if labor has commenced 
the membranes should be ruptured so that the head may 
he retained in its position by the uterine contractions; the 
forceps may lie applied aa soon as their osfi is indicated. 

(b) Combined method {bi-j.olar). In the majority of 
cases labor has been a considerable time in progress 
before the operation of turning is undertaken ; in these 
cases the combined metliod — with one hand internal and 
the other external — must be employed. 

The presentation being that of the shoulder, the right 
or left hand is passed into the v.agina and the other 
placed upon the abdomen; the shoulder is then pushed 
gradually in the direction of the feet, while the external 
hand presses the head toward the brim where it may be 
held uutil the other hand is withdrawn from the vagina 
and presses the breech upward. 

Cephalic version is not performed by the internal 
method alone on account of the diiBculty of seizing the 
head and retaining it in position. 

2. PODALIC VERSION.— This variety of turning is 
the one most frequently employed, being indicated whea 
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CGplialiu version is contra-indicated or cannot be readily 
performed, and in certain cases of plnceiitn prwvia, flat- 
tfiied pelvis, prolapse of the coni, or where rapid de- 
livery is uecesBury. 

it can be perlbrmed hy thu combined mdlK/d or by 
tLe internal mvlhud iiluuc. 

(aj Combined method {lii polar). TLe upfi-ation may 
lie performed by tliia luetbod at an early stage of labor, 
and when tlie os is only enough dilated to admit tlie 
fingers, provided tbe amniotic liquor lias not drained 
away so completely that the uterine wall is closely con- 
tracted about the fcetUB, The patient may lie on her 
back or left side, and either hand may be introduced 
into the vagina. 

The presentation being that of the head, the fingers 
are passed within the cervix and the bead pushed up- 
ward in the direction of tlie occiput, while the external 
hand pushes the bi'eech downward in the direction of tho 
abdomen of the fuutus. 

When the shoulder arrives at tlie os it should be 
pushed in the same direction as the head ; as soon as it 
knee or foot is felt it must be grasped by the fingers and 
the memlimnes immediately ruptured, if they have not 
been ruptured already. 

Traction should then be made on the leg until the 
greater part of the thigh has passed through the os. It 
generally makes no difference which leg is seized, but in 
cases of flattened pelvis, where there is more room on 
one side than on the other, the occiput should be brought 
to the wider side by seizing the leg which corresponds to 
that side. 

When the presentation is that of the shoulder, ce- 
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phttlic version is generally indicated ; but if tlie mem- 
brauee are intact or have not been long ruptiiied, podalic 
version by the combined method may be attempted iu 
the manner just described. 

(6) Internal method. This method is the one most 
frequently employed, and if attempted before escape of 
the amniotic liquor is not difficult. The patient may lie 
on her back or left side; the dorsal aspect of the Bnger, 
hand, and forearm having lieen well oiled, the whole hand 
(right or left) in tho form of a cone should be alowly 
{Missed into the vagina and gradually inserted within the 
uterus until the palm of the hand rests on the child's 
abdomen. 

If the membranes be now ruptured escape of the 
waters is prevented by the hand and arm which act as a 
pUig ; the hand may be pressed up until a knee or foot 
is reached, either of which should be gently drawn down- 
ward, assistance being meanwhile given by the external 
hand in pushing down the breech and in elevating the 



If the oa is well dilated both limbs may be brought 
down ; if it ia only partially dilated, and one of the limbs 
remains flexed on the body of the child, the other limb 
only should be brought down. 

In presentations of the shoulder it is preferable to 
seize the lower leg or that on the same side as the pre- 
senting shoulder (Galabin); many authorities, however, 
recommend the seizure of the opposite limb. 

When all of the amniotic liquor has escaped the 
uterus becomes tightly coutracted on the foetus and the 
shoulder is impacted in the pelvis; in such cases ver- 
sion is a most difficult and dangerous operation. 
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If the attempt at version fails, mutilation of the fojtua 
will be necessary. 

The use of anwsthesia in version is rugiilated by the 
variety of the operation, the methods employed, and the 
dilUuulties encountered. 

Cephalic version may be performed without an anajs- 
thetic, especially if the membranes are uiiruptiircil. 

Podalie version may also be performed without an 
anicsthetic under the same cireumstnnces ; but in either 
case if the uterine contractions are active, partial or 
complete anffisthesia will be found of great assistance. 

In all difficult cases complete anajsthesia is necessary. 

Attempts at version should be made only during the 
intervals between the pains; if a uterine contraction 
occur while the operation is being performed, the hand 
ust remain motionless until the contraction has ceased. 



CHAPTER IV. 
EMBRYOTOMY, 



An operation involving destruction and mutilation 
of the child in order to facilitate or render possible its 
extraction. It is performed in the interest of the mother 
only, being justifiable in cases where any other procedure 
is likely to prove fatal to her ; some authorities condemn 
the operation as unjustifiable while the child is alive. 

The indications for embryotomy are : Want of pro- 
portion between the fojtus and the birth canal, as great 
size of the head or of the entire fretus, narrowing or 
obstruction of the pelvis (conjugate diameter less than 
throe inches and greater than one and a Jmlf inches) ; 
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iiiiliire in the normal mechanism of labor, cepucially 
wLcre there is inipactioB of the shoulder or fkce; 

Death of the fuEtus (where aititichil extraction is 
necessary). 

The varieties of the operation are: Craniotomy; 
decapitation ; evisceration. 

I. CRANIOTOMY.— The stages of this operation are 
two: perforation, and extraction. 

(a) Perfbration. Before commencing the operation 
the bladder and rectum should be emptied, and tlie 
patient placed on her bacli with the hips drawn over the 
edge of the bed ; if extraction is to be performed im- 
mediately after perforation the os must be well dilated 
before commencement of the operation. An anaesthetic 
is uBuatlj not necessary. 



In order to keep the head in its position the hands of 
an assistant should make pressure through the abdomin&l 
wall; the obstetric forceps are sometimes applied to the 
head for this purpose. 

Perforators are of various forms ; in most of them 
the pointed blades are separated and made to do their 
cutting by aiiproximating the handles. Two fingers of 
the left hand having laeen introduced within the vagina, 
the perforator, held by the right hand, is gently passed 
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along their ijalmitr surfacea and guided to the preseiitliig 
part of the akull. 

The iiiBtrument is held perpendicular to the head 
and wade to perforate it by firm pressure eombincd with 
a boring movement, the auturea aud fontauelles being 
avoided if possible, aa they arc likely to be closed whea 
the bones are compressed. 

Wlien the blades have penetrated as far as their 
shoulders the cut is made by approximating the handles; 
the instrument is now turned and a similar cut made at 
right angles to the first, after which it is thrust deep 




into the brain-substaneo and moved about in order to 
thoroughly break up the latter ; the instrument is then 
carefully withdrawn. 

As the brain-substance escapes the cranial bones 
usually collapse. 

(b) Exfraotion. If there be no necessity for rapid 
delivery, the pains still being active, a short delay of a 
few moments lietween perforation and extraction will 
allow the skull to collapse and become moulded to the 
cavity of the pelvis. 

Extraction may be effected with the obstetric forceps, 
craniotomy forceps, cephalotribc, cranioclast, crotchet, 
the blimt hook, by version, or by lamination. 



Its 
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The ordinary obeielric f&rcept, on KCcoant of the 

■ligbt compression which can be exerted, is generally 

[ Bot Bcrvice»bie ; when the operation has been perrormed 

. with thia instrnment in position on the bead extraction 

lay be attempted with it. 

Craniolomy forcfjia sbonld be introduced with one 
blade through the perForation and tbe other outside the 
0calp ; tnctioD may be made during the pains to bring 
the head down if possible ; bat should the obstruction 
be great it will be necessary to break up and remove the 
oranial bones. The objection to this method of extrac- 
tion is the risk of injuring the maternal etructures. 




The cephalotribe acts as a cmsher and tractor, 
consists of two strong blades which can be approximated 
by a screw attached to the handles. Tlie bindes which 
have a slight pelvic curve are applied in the same man- 
ner as those of the obstetric forceps ; when they ar* in 
position the crushing can be done by slowly turning the 
screw; extraction may then be effected by m^iking trac- 
tion in tbe axis of the pelvis, during the pains if possible. 

Care should be taken that spiculie of bone do not 
project and cause injury. 

In some cases after one part of the head Las been 
crushed it may be necessary to remove the instrument 
iind apply it to some other part. 
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Wlien there is not too great pelvic deformity cephal- 
otripay is the safest and euaiest method of extraction. 

The vranioclast is a powerful craniotomy forceps. 
One blade is passed betwecii the cranial bouea and the 
scalp, the other through the perforation in the akuU; 
the bone is then gmsped and twiated until it is detached 
and can be drawn out, this process of detachment and 
extraction being continued until the entire cranium has 
been removed. This method of extraction is not only 
tedious but dangerous. 

The crotchet, a sharp-pointed hook, was formerly 
much used for extraction ; as it ia liable to slip or break 
through the bone to which it is attached and cause 
injury to the maternal structures, its use has been almost 
abandoned. 

The blunt hook is a safer instrument and may be 
used to draw down the chin or thrust into an orbit; 
when the after-coming head has been perforated traction 
may be made with this instrument inserted at the base 
of the skull. 

Vvraion with extraction of the feet first has been rec- 
ommended by some authorities and condemned by others. 

Lamination, or division of the head into two or more 
segments, has been performed by use of the forcepii saw, 
but is of doubtful utility. 

2. DECAPITATION.— This operation is indicated in 
neglected shoulder presontations where turning cannot 
be effected. 

The methods by which it may be performed are : — 

Division of the neck with a blunt-pointed pair of scis- 
sors, the neck having been drawn down by pulling on an 
arm until the blunt hook can be applied ; 



Diviaion of the neck by means of a sharp hook, a 
piece of cord, or a wire dcraaeur. 

Afler decapitation, delivery of the body ia usually 
not difficult, delivery of the head being effected with the 
cephalotril>e or bhiut hook. 

3. EVISCERATtON.— The opening and evacuation 
of the large cavities of the trunk. 

This operation Bhould only be resorted to when the 
neck is inaccessible. The chest may be opened with 
the perforator or scissors ; after some of the contents 
have beeu removed the foetus may be doubled on itself 
and extracted by means of the crotchet or bltmt hook. 



CHAPTER V. 
ABDOMINAL SECTION. 

The operation for removal of the foitus through the 
abdominal wall has been performed according to various 
methods for many years; the results of the operations 
have been to a large extent unfavorable. 

It should be undertaken in the interest of the motlier 
only; but if she has died the object will then be to ex- 
tract a living child. 

The indicalions for the operation are: Want of pro- 
portion between the fojtus and the birth-canal, — as nar- 
rowing or obstruction of the pelvis, the conjugate di- 
ameter being less than one and a half inches, and the 
transverse diameter which bisects it less than three 
inches, — so that delivery cannot be effected by embryol- 
omij without greater risks to the mother; 

Death of the mother during labor or during the latter 
mouths of pregnancy. 
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TLe operation should te undertaken at an early stage 
of labor before the patient has become exhausted, — tiie 
high mortality being due in great part to delay and 
&uitleBa ett'orts at extraction by other means. 
The varieties of the operation are : — 
Ctesarean section ( Oaatro-Hysterolomy) ; 
Forro'8 Operation { Oaslro-Hyeterectomi/) ; 
Porro-SIutler Operation; 
Laparo-Elytrotomy ( Q astro- Ehjlrotomy). 
I. CESAREAN OPERATION.— The variety of al> 
I dominal section first performed for the extraction of the 
us. Before commencing the oi>eration the bladder 
I and rectum should be empty, the os at least partially 
' dilated, and the membranes ruptured in order to permit 
[ escape of the amniotic liquor. The patient must be 
i aniesthctizcd and arranged for the operation as in ordi- 
» nary cases of abdominal section. 

An incision six inches in length is made in the linea 
«lba ; after all bleeding has ceased the peritoneum may 
e divided in the extent of the external incision when 
I the uterus will be exposed. 

The uterus having been pulled forward by an 
I assistant, an incision is quickly made through the mid- 
[ die of the anterior wall; when the membranes have 
' been reached a director is passed in and the incision 
carried upWard almost as far as the external one, care 
being taken not to cut through the placenta if possi- 
ble. 

The edges of the uterine incision are now hooked up 
I against the abdominal wall so as to prevent escape of 
, blood and amniotic liquor into the peritoneal cavity. 

The child may be extracted by seizing the head or 
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the feet ; the cord should be immediately tied and di- 
vided. 

The placenta may be detached and removed at once 
or allowed to remain for a few minutes until the blood 
in the sinuaca has coagulated, good contraction of tlie 
uterus being meanwhile secured by grasping and com- 
pressing it with the hand. 

If the hemorrhage is not checked by this means the 
placenta should be immediately removed, and an appli- 
cation of Monsel's solution of iron made to the placental 
site. 

The uterine and peritoneal cavities having been 
cleansed, and the uterine and abdominal sutures applied, 
the dressings and subsequent treatment are carried out 
with the usual antiseptic precautions. 

2. PORRO'S OPERATION.— The removal of the 
uterus, tubes, and ovaries after Csesarean section has 
been performed. 

After removal of the child the uterus is drawn out 
through the abdominal wound, and the ^raseur applied 
below the ovaries and the lower end of the uterine incis- 
ion ; the (kiraseur having been tightened so that all 
hemorrhage is checked, the uterus with its appendages 
is cut away about an inch above the loop. 

The stump should be kept outside the abdominal 
wound, the clamp and transfixion pins resting upon 
the surface on each side of the incision. 

The usual antiseptic precautions must be used. 

3. PORRO-MULLER OPERATION.— A modifica- 
tion of the Porro operation in order to prevent hemor- 
rhage from the divided uterine tissue. The abdominal 
incision must be mode suQIciently large for the entire 
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uterine mass with ita contents to be brought outside ; 
tlie lower part of tlie uterus is tlien constricted and the 
child extracted. 

The great length of the abdominal incision, and the 
difficulty of bringing the uterus outside, are thought by 
some to increase rather than diminish the risks of the 
operation. 

4. LAPARO-ELYTROTOMY.— A substitute for the 
preceding oporatious, by hicuhs of which the opening 
of the peritoneal cavity and incision of the uterus are 
avoided. 

The OS having been sulHciently dilated for the child 
to be drawn through the cervix, the operation is com- 
menced by making an incision parallel to Poupart's 
ligament and about six inches in length, the line of the 
incisioQ extending from a point about one and a half 
inches above and to the outside of the pubis to another 
point about one inch above the anterior superior spine 
of the ilium. The right side is the one usually chosen 
for the operation, although it can be done on the left. 

By drawing the utems to the side opposite that 
selected for the operation the tissues are put on the 
stretch, and on this account are more easily dissected. 

When the peritoneum has been reached it must be 
carefully separated from the adjacent tissues, and lifted 
up that the vaginal wall may be brought into view. 

A small transverse incision having been made through 
the vagina, both index fingers are inserted and the open- 
ing enlarged to the necessary extent by tearing the tis- 
sues that hemorrhage may be avoided. 

The cervix is then drawn into the opening thus made 
in the vagina, and the os being well dilated, and the 
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membranes ruptured, the child may be extracted by 
simple traction, by means of the forceps, or by version. 
This operation, although more difficult than the pre- 
ceding ones, if skillfully performed should increase the 
mother's chances of recovery. 




UNIFORMITY IN OBSTETRICAL NOMENCLATURE. 
The report aa accepted by the Obstetric Section of 
the Ninth International Medical CongresB, held in Wash- 
ington, D. C, September, 1887. 

A. It is desirable to try to attain to uniformity in 
obstetrica] noment^lature. 

B. It iepoBslble to arrive at uniformity of expression 
in regard to : lat. The Pelvic Diametei'B ; 2d. The Di- 
ameters of the Pcotal Head ; 3d. The Presentations of 
the FcBtua ; 4th. The Poaitiona of the Fojtus ; 5th. The 
Stages of Labor; Gth. The Factors of Labor. 

C. The following definitions and designations arc 
worthy of general adoption by obstetric tL'achera and 
autiiora : — 

I. PBLVIO BRIM DIAMETERS. 

1. Antero-Poeterior. (1) Bttwecn the middle of the 

sacral promontory and the point in the upper hordur 
of the symphysis pubis crossed by the linea-t&rminoli» 
^ Diameter Coitjugata Vera, C. V. (3) Between the 
middle of the promontory of the sacrum and the lower 
border of the symphysis pubis ^ DiaraeteT Oonjugata 
Diagon/iHu, Cd. 

2. TranBTerse. Between the most distnnt points in the 

right and left ileo-peclineal lines — Diameter Tram- 
vena. T. 
8. First Oblique. Between right sacro-iHac syncliondro. 
sis and left pectineal eminence ^ Diamtter Diagonalit 
Dtxtra, D. D, 

lii' (185) 
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4. Second Oblique. Between lull utcro-iljac Eynchoi 

dri)sis nnd Hglii |)ectii»eal eminence ^ JMataeier Dia, 
oiinlU Litva, D. L, 
. FCKTAI. HKAB DIAMBTUBS. 
1. From the tip of the occipital bone to the centre of Uuvl 
lower miirgin of Ihe chin — Diameter Oceipito-Mai^ 
UilU. 0. M. 

5. From the occipital protuberance to the root of the noBtfl 

^ JHanteler Occipilo-Frontalii, 0. P. 
8. From the point of union of the neck and occiput U 

centre of the anterior fontanelle — IJ»"am«(CT- Svb-Oe-% 
eipito-Bregmatiea, 8. O. B. 

4. Between the two parietal protuberances — 

PoA-iBtaU», Bi-P. 
C Between the two lower extremiliea of the coronal bi 

— Diameter Bi-TemparalU, Bi-T. 
. PBESENTATIOK OP THE FtBTUS. 

The presenting part ie the part which is touched 1 

the finger through the vaginal canal, or which, dnringil 

labor, is bounded by the girdle of res 
The occiput is the portion uf the head lying beliind^l 

the posterior fontanelle. 
The gineiput is the portion of the bead lying ii 

of the bregma (or anterior fontanelle). 
The vertex is the portion of the head lying between T 

the fonlanellea and extending laterally to llie parietal 

protuberances. 
Three groups of presentations are to be recognized, 

two of which have the long axis of tlie fcetua in 

respondence with the long axis of the uterus, while ii 

the third the long axis of the fcetue ie more oblique a 

1. Lon^tudlaal. (1) Cr?pA»i»e, including vertex and Ii 
modilications ; face and its modiflcations ; (S) i 
including breech and feet. 

5. Transverse or trunk, including ahoulder, c 

other rarer presentations. 
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IV. POSITIONS OP THE PCBTUS. 

The positions of the foetus are best named topo- 
graphically, according as the denominator looks — ^flrst, 
to the left or right side, and second, anteriorly or pos- 
teriorly. When initial letters are employed it is desir- 
able to use the initials of the Latin words. 

In the case of vertex positions we have : — 

Left Oceipito- Anterior '^ Occipito-LcBva Anterior, O. L.A. 

Left Occipito-PosterioT'^ Occipito-LcBva Posterior, O. L. P. 

Eight OccipitO'Posterior — Occipito-Dextra Posterior, 
O. D. P. 

Bight Occipito- Anterior — Oceipito-Dextra Anterior 
O. D. A. 

The face positions are : — 

Bight Mento- Posterior'^ Mento-Dextra Posterior, M. D.P. 
Bight MentO'Anterior^^ Mento-Dextra Anterior, M. D. A. 
Left Mento- Anterior — Mento-La»oa Anterior, M. L. A. 
L^ Mento-Posterior — Mento-LcBva Posterior, M. L. P. 

The pelvic positions are : — 

Left Sacro- Anterior — Saero-LcBva Anterior, 8. L. A. 
Left 8acro-Posterior — Saero-LcBva Posterior, 8. L. P. 
Bight Sacro-Posterior ^^-Sacro-Dextra Posterior, 8. D. P. 
Bight Sacro-Anterior — Sdcro-Dextra Anterior, 8. D. A. 

The shoulder presentations are (left and right side of the 
mother) : — 

Ltft Scapula- Anterior'^ Scapula-LcBva Anterior, 8c. L. A. 

Left Scapula-Posterior '^Scapula-LcBva Posterior, 8c. L. P. 

Bight Scapula-Posterior — Scapula-Dextra Posterior, 
8c. D. P. 

Bight Scapula-Anterior — Scapula-Dextra Anterior, 
8c. D. A. 
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V. THE STAGBS OP LABOR. 

Labor is divisible into three stages : — 

1. First Sta£r6. From the commencement of regular 

pains till complete dilatation of the os externum — 
Stage of Effacement and Dilatation. 

2. Second Stagre. From dilatation of os externum till 

complete extrusion of child — Stage of ExpulHon. 

8. Third Sta.fire« From expulsion of child to complete 
extrusion of placenta and membranes — Stage of the 
After-birth. 

VI. THE FACTORS OF LABOR ARE : (1) The Fow&rs, 
(2) The Passagea, (3) The Passengers. 

(.Signed) De Labeie Miller, M.D., 

President of the Section. 
A. F. A. King, M.D., 
William T. Lusk, M.D., 
A. R. Simpson, M.D. 



x' 



INDEX. 



PAGE 

Abdomen, anatomy of 1 

appearance oi in pregnancy 52 

enlargement of in pregnancy 56, 58 

Abdominsil bandage 100 

pregnancy 61 

section 180 

Abnormalities of the sexual organs 103 

Abnormal labor 101 

pregnancy 60 

Abortion 73, 159 

Acetabulum 3 

Accidental hemorrhage 124 

Affections of circulatory organs in pregnancy 67 

of respiratory organs in pregnancy 67 

After-birth 82 

paina 82, 136, 138 

Albuminuria 54,64 

AUantois 37 

Amnii, liquor 39 

Amnion 38 

Anaemia in pregnancy 63 

Anaesthetics in labor 100 

Anatomy of the abdomen 1 

of the breasts 2 

of the external genital organs 10 

of the internal genital organs 13 

of the pelvis 3 

Anodynes in labor 100 

Anomalies of the pelvis 105 

of the uterus 18 

Anteflexion of gravid uterus 67 

Anteversion of gravid uterus 67 

Appendix 185 

Arbor vitae 18 

Area germinativa 36 

pellucida 36 

Areola of breast 3, 52 

(189) 



J 



190 INDEX. 

PAGE 

Arm, dorsal displacement of 112 
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Cocaine, use of in labor 101 

Coccyx 3 

Coccygeus muscle 7 

Colostrum 137 

Columns of vagina 14 

Commissures, anterior 11 

posterior 11 

Complicated labor 118 

presentations 112 

Concealed hemorrhage 124, 126 

Conception 30 

Condition and care of infant 140 

Confinement, prediction of date of 69 



192 INDEX. 

PAOB 

Congestive hypertrophy of uterus, diagnosis of from pregnancy . 58 
Conjugate diameters 01 pelvis, external 5,107 

true . 107 

Constipation in pregnancy 63 

Continued fevers in pregnancy 68 

Contracted pelvis 106 

Contractions of abdominal muscles in labor 79 

of uterus in labor 78 

Convulsions, puerperal (eclampsia) 66, 119 

Cord, umbilical 43 

Corpus luteum 26 

Cranioclast 179 

Craniotomy 176 

forceps 178 

Cranium, chanees in pre^ancy 53 

Cred6's method of removmg placenta 99 

Crotchet 179 

Cul-de-sac of Douglaa 13,17 

Cystic tumor of ovary, diagnosis of from pregnancy 59 



Death of foetus 72, 118 

Decapitation 179 

Deciaua 34 

Deficiency of milk 146 

of uterine force in labor 102 

Development of foetus 44 

of ovum 32 

Diabetes in pregnancy 66 

Diagnosis of pregnancy 55 

Diameters of foetal skull 47 

of pelvis 6, 185 

Diarrhoea in pregnancy 63 

Digestive system, changes in pregnancy 53 

disorders of in pregnancy 62 

Discus proligerus 24 

Diseases of pregnancy 68 

Disorders of lactation 145 

of pregnancy 62 

Displacements of uterus in pregnancy 67 

Double uterus 18 

Douglas' cul-de-sac 13, 17 

Ductus arteriosus 50 

venosus 48 

Duration of labor 82 

of pregnancy 59 



Eclampsia (puerperal conTiilflioiu) 66,119 

Elbon preBeaUition 91 

BinboliBm, puerperal 164 

Embryotomy 176 

Endometiitia in pregnancy 70 

Epililant '. . . . 36 

Episeotomy 97 

Erector olitoridiB 8 

£lbar, use ofin labor 100 

Ethyl bromide, tiw of in labor 101 

Eruptive fovers in pr^anancy 68 

Eustachian valve 60 

Evieceration 180 

Eiamination of patient 94 

Excexs of milk (galactorrhisa) 146 

of uterine force in labor 101 

Eiternal genital OrgaoB, anatomy of 10 

Extra-uterine pregnancy 61, 117 

Face preeentation 86,110 

Factors of labor 188 

Fallopian tabea 21 

False paina 80 

Fibroid tnmor of nt«ni8, diaimonB of from preznancT 68 

Fillet T^ 169 

FiinbriA of Fallopian tnbea 21 

FimtsUge of labor 80,96 

FiBBiires of nipples 146 

Fffital caQHeaof abnormallabor 109 

head, diameters of 47.186 

PtBtuB, circulation of 48 

death of 72, 118 

development of 44 

heartsonndBof 67 



position of 

Fontanellea 

Foot presentation 

Foramen ovale 

Forceps, obstetric, Parvin-DayiB . 

Bimpson'a axis traction . . . 

Wallace' '.'.'.'.'.'.'.'.'. 

W. S. Stewart'a 

FoBSB navicolaris 
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Fourcnette 11 

Fundus of uterus 16 



Qalactophorous ducts 2 

Qalactorrhoea 146 

Qastro-elytrotomy 181 

hysterectomy 181 

hysterotomy 181 

Oenital organs, anatomy of external 10 

anatomy of internal 13 

Qenito-urinarv system, disorders of in pregnancy 64 

Qerminal spot 24 

vesicle 24 

Glands, mammary 2 

of Bartholin (vulvo-vaginal) 9 

of cervix 18 

of vulva 12 

utricular 17 

vulvo-vaginal (Bartholin) 9 

Graafian follicle (ovisac) 23 

Gravid uterus, displacements of 67 

measurements of 16 



Hsemetometra (retained menses), diagnosis of from pregnancy . 68 

Hand presentation 91 

Head presentation 83 

Heart, hypertrophy of in pregnancy 53 

sounds of footus 57 

Hemorrhage, accidental 124 

aftor delivery (post-partum) 125 

before delivery 124 

concealed 124,126 

Haemorrhoids in pregnancy 63 

Hook, blunt 179 

Hour-glass contraction of uterus 128 

Hydatidiform mole (vesicular mole) 70 

HydrcBmia in pregnanty 63 

Hydramnion (polyhydramnios) 71 

Hydrocephalus 115 

Hydroperione 35 

Hydrorrhoea gravidarum 70 

Hymen 12 

Hypoblast 36 

Hysteria in pregnancy 63, 59 
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Ilio-pectmeal line 4 

Ilium 3 

Impregnation 31 

Inaications for abdominal section 180 

for artificial abortion 159 

for embryotomy 175 

for use 01 forceps ^ . . . 164 

for version 171 

Induction of abortion 159 

of premature labor 160 

Infant, condition and care of 140 

Inflammation of breast 147 

Inlet of pelvis 5 

Insanity, puerperal • 157 

Intercurrent diseases in pregnancy 68 

Intermittent uterine contractions in pregnancy 57 

Internal genital organs, anatomy of 13 

Intra-uterine amputations .«.«... 72 

Inversion of uterus 129 

Irritability of bladder in pregnancy 66 

Ischium 8 

Jaundice in new-bom child 142 

in pregnancy 69 

Jelly or Wnarton 44 

Joints, changes in pregnancy 4 

Knee presentation 90 

Knots in umbilical cord 44 

Kyestine 54 

Kyphosis 107 

Labia majora 11 

minora (nymphffi) 11 

Labor, abnormal 101 

causes of 77 

complicated 118 

duration of 82 

management of normal 92 

mechanism of 83 

muscular mechanism of 78 

pains of 79 

phenomena of 77 

premature 73,160 

stages of ^79 
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Laceration of cervix 132 

of perineum 133 

of vacina 132 

of vrdva 133 

Lactation 143 

Lactiferous ducts (galactophorous) 2 

Lamina dorsales 36 

Lamination 179 

Lanugo 45 

Laparo-elytrotomy 183 

Lateral obliquity of foetal head 110 

of uterus 52 

Leucorrhoea in pregnancy 66 

Levator ani muscle 7 

Ligaments, broad 19 

of ovaries 22 

of uterus 19 

Ligation of umbilical cord 98, 140 

Liquor amnii 39 

follicuU 24 

Lochia 136 

Lockiuj^ of obstetric forceps 168 

Lordosis 107 

Lying-in period 145 

Male element of generation (spermatozoid) 30 

Malpresentations 109 

Mammary changes in pregnancy 56 

gland 2 

Management of childbed 138 

of normal labor 92 

Maternal causes of abnormal labor 101 

changes in pregnancy 51 

Measurements of feuse pelvis . 5, 107 

of true pelvis . 5, 107 

of uterus 15 

Mechanism of labor 83 

Meconium 137, 141 

Membrana granulosa 24 

Menopause 28 

Menstruation 27,55 

Mesoblast • 36 

Milk, deficiency of 146 

excess of 145 

fever 138 

leg 156 
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Miscarriaco 73 

Missed labor 73 

Mole pregnancy, fleshy 73 

hydatidiform (vesicular) 70, 72 

Mons venersifl 10 

Monstrosities 115 

Montgomery, tubercles of 3, 52 

Morning sickness in pregnancy 53, 55 

Morphia in labor 101 

Movements of foetus 57 

Mucous membrane of uterus 17 

of vagina 14 

Mtdler, canals of 19 

Multiple pregnancy 60, 116 

Mummification 73 

Muriform body 33 

Muscular mecnanism of labor 78 

Naegele, obliquity of foetal head 110 

Nausea in pregnancy 53, 62 

Neck of uterus (cervix) 16 

Nerves of ovary 23 

of pudendum 13 

of uterus 21 

of vagina 15 

Nervous system, changes in, in pregnancy 53 

disorders of in pregnancy 55 

Neuralgias in pregnancy 66 

Nipples, sore 146 

Normal labor, management of 92 

Nurse, wefe 143 

Nymph© (labia minora) 11 

Obliquity of foetal head (Naegele) 110 

of uterus, right lateral 52 

Obstetric forceps 161 

nomenclature 185 

operations 1^^ 

Occipito-posterior positions 109 

CEdema in pregnancy 64 

Osinnominatum 3 

uteri 16 

Osteophyte S3 

Ovarian pregnancy 61 

tumor, diagnosis of from pregnancy 59 

Ovaries 22 
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Oviduct 



rtfFftllopinntnba) 21 

(OraafiftD follidej 29 

Ovulft Nabothii 18 

Ovulation 26 

Orole or Ovnm 24, 30 

Pains, after 82.136.138 

false 80 

of labor 79 

Psmpiniform pleina 20 

Famjaea in pregnancy 66 

Parovariom 19 

PutholoKv of cLiUlwd 146 

of dpcidua, ovum, and fatno 70 

Pelvic collulitia and p«ritoiulis 162 

brim -diametera 185 

prBBonUtioQ 89, 111 

PelviB, anatomy of 3 

Buomoliaa of 106 

uticnlationaof 3 

aiisof 6 

boneaoE S 

cavity of 4 

changoB ia, in pi^;naiicy 61 

contents 7 

differencea in, in tbe seiea ■ . . , 6 

floor of 7 

measurementa of 6 

plaoeB of 6 

Perineal body 9 

Fecinsnm, anatomy of 13 

care of in labor ■ 97 

laceration of 133 

rigidity of 104 

Peritonitin, pelvic 152 

Phenomena of labor 77 

Phlegmasia alba dolena (milk-leg) 156 

Physiology 26 

Pigmentary changea in pregnancy 56 

Placenta, anatomy of 41 

battledore 44 

diHeaeeii of 70 

expreesion of 99, 129 

pnevia 121 

removal of 129 

retention of 128 



INDEX. 199 

PAOS 

Planes of pelvis 6 

Fodalic version 172 

Polar globule 31 

Polyhydramniofl (hydramnion) 71 

Porro-Mnller operation 182 

Porro's operation 182 

Position of fbetos 48 

Position of patient in labor 93 

Post-partom hemorrhage 125 

Pregnancy, abnormal 60 

dia^osisof 55 

difiterentitd diagnosis of 58 

diseases of 68 

disorders of 62 

duration of 59 

extra-uterine 61, 117 

multiple 60, 116 

signs of 55 

spurious 59 

Premature labor 73, 160 

Presentation of foetus 186 

of head 83 

of pelvis 89,111 

of trunk 91,112 

Primitive chorion 31 

trace 36 

Procidentia of uterus in pregnancy 67 

Prolapse of umbilical cord 113 

of uterus in pregnancy 67 

Pruritus vulvae in pregnancy 66 

Ptyalism in pregnancy 53, 63 

Puberty 25 

Pubis 3 

Pudendum 10 

Puerperal convulsions (eclampsia) 65, 119 

lever (septicsemia) 148 

insanity 157 

state 135 

thrombosis and embolism 154 

Pulmonary diseases in pregnancy 69 

Pulse in labor 135 

Quickening 61, 56, 60 

Race, influence of on menstruation 27 

Rectal triangle 9 
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Retention of placenta 1286 

Retroflexion of gravid nteroa *7 

Retroversion of gravid uterus 67 

Rigidity of the cervix in labor 104 

Rigidity of the perineum in labor 104 

Ruptures and lacerations of the genital canal 130 

Rugae of the vagina 15 

Sacrum 3 

Salivation in pregnancy 63, 63 

Scoliosis 107 

Secondary hemorrhage 126, 128 

Second stage of labor 81, 96 

Segmentation of yelk 32 

Septicaemia, puerperal 148 

Sex, prediction oi 57 

Shortening of cervix 56, 80 

Shoulder presentation 91, 112 

Signs of pregnancy 55 

Somatopleure 36 

Sore nipples 146 

Souffle, umbilical 58 

uterine • 57 

Sperraatozoid 30 

Splanchnopleure 36 

Sphincter ani muscle 9 

Spurious pregnancy 59 

Stagesof labor 79,187 

Stroma of ovary 22 

Sugar in urine in pregnancy 54, 65 

Superfecundation 61 

Superfoetation 61 

Surroundings, influence of on menstruation 27 

Sutures of loetal skull 46 

Syphilis in pregnancy 69 

Temperature in labor 135 

Third stage of labor 82,98 

Thrombosis, puerperal 154 

Thrombus of vagina and vulva 133 

Torsion of umbilical cord 44, 75 

Traction on umbilical cord 99,129 

with obstetric forceps 168 

Transverse presentation 91, 112 

Transversus perinei muscle 9 

Trunk presentation 91, 112 
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Tubal pregnancy 61 

Tubercles of Montgomery 3, 52 

Tubo-ovarian ligament 21, 22, 31 

Tumors obstructing labor 105 

Turning (version) 170 

Twin pregnancy 60, 116 

Umbilical cord 43 

cord, prolapse of 113 

vesicle (yelk-sac) 37 

Ursemia (urinsemia) in eclampsia : 119 

Urethral triaujgle 8 

Use of obstetric forceps 161 

Urine, changes in, in pregnancy 53 

Uterine conSractions 78 

inertia 102 

tumor, diagnosis of, from pregnancy 58 

Uterus, anatomy of 15 

anomalies of 18 

cavity of 16 

differences in virgin and multipara 18 

displacements of i 67 

ligaments of 19 

inversion of 129 

measurements of 15 

regions of 16 

rupture of 130 

• structure of 16 

Utricular glands 17 

Vagina, anatomy of 13 

columns of 14 

laceration of 132 

orifice of • • . 12 

Varicose veins in pregnancy 64 

Vectifl 169 

Vemix caseosa 45, 141 

Version 170 

Vertex presentation 83 

Vesicular mole 70 

Vestibule 12 

Viability 46 

Villi of chorion 40 

Vitelline duct 37 

Vitelline membrane ^ 

Vitelline nucleus 
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VitelluB (yelk) 24 

Vitriform body (corps reticul6) 41 

Vomiting in pregnancy 53, 62 

Vulva 11 

Vulvo-vaginal glands (glands of Bajrtholin) 9 

Wet-nurse 143 

Weight of foetus 46 

Wharton's jelly 44 

Wolffian bodies 19, 45 

Yelk (vitellus) 24 

Yelk-sac (umbilical vesicle) 37 

Zona pellucida 24 
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accurately tbe action of the antipyretics. The work also containa 
SIS caret'ully-prepared Btatletical tables of SiS caaes, abowlog the un- 
toward eSecta of the antlpyretlca. ISmo. Nently bound in Dark- 
Blue Cloth. So. XO in Ou fAi/ticiafu' onii Slvdenla' Utaiij/Sffaxnct 

1-rloe, In United Stata* mid Canada, post-paid, ai.SS, Det| 



JAMES — American Resoi^s, with Notes upon Their 
Climate. 

By BuBBROD W. JkltXB, A.M.,H.D., Memberof the American 
AsBoelatlDn for the Advancement of Science, tbe American Public 
Health AsBOclatlon, the Pennsylvania Historical Society, the Franklin 
Institute, and tbe Academy of Natural Sclenceti, Philadelphia; tbe 
Society of Alaskan Natural History and EtbnDlog?, Bltka, Alaska, 
etc. Willi a translation from the Qerman, by Mr. 3. Kadpphanh, 
of those chapters of "Die Kllmate der Erde," written by Dh.A. Wob- 
■KOF, of St, Petersburg, Russia, tbnt relat« to North and South Ameri- 
ea, and the IslandB and oeeans contl^oua thereto. In one OetavO 
rolume, handKOmely bound lu Clotli. Nearly 300 pages. 



it Britain, lis. O. i Franoe. 
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KEATING— Record-Book of Medical Examinations for 
Lif^-lnsurance. 

Dest^rd by JouN M. Keitino, M.D. Ttils rfcord-book is smaH, 
neat, and cDni[jU-U, BiHiI embraces all the prlndpHl poliits that bib 
required by the different cornpniileB. It Is mnde in two sizes, vix. : 
Nu. 1, toverlDK one hundn-il (100) examltialloUB, aud No, 2, coveHiii; 
two bundreJ (300) examination a. The elie of the book iH 7 i 3^ 
Inches, uud can be uonveuleutly carried In the pocket, 

Prioea, pout-paid i No. 1. for lOO EiuinliiaUoiis. boond In 
Cloth, United Statci and Canada, SO Cents, net; Great 
Bi'ltain, 3s. ed. ; rraiice. 3 fr. «U. No. X, for SOU Ei- 
BDilnatlons, boiinil In Full Leuthor. *rlth Sldi^-Flup. 

Ss. ad.; Prance, « fr 20. 

KEATING AND EDWARDS -Diseases of the Heart 
and Circulation in Infancy and Adolescence. M'it/t 
an Apiieiulij: fdilh:d '■Vlinkal Studies on Hit 
Puhe in GInldkuod." 
By John M. Kbatikq, M.D,, Obstetrician to the Philadelphia 
Hospital and Lecturer on Diseases of Woinen and Clilldrcti \ Bur^n'un 
to the Maternity Hoapltal ; Physician to St. Joseph's Hospital; Fellow 
or tho CoUecceof Fbydclansof Philadelphia, ete, ; and Wlt-tlAK A. 
EuwARDB, M.D., formerly Instructor In Cllulcal Medicine and Physi- 
cian to the Medical Dispensary Id the University or PetlnsylTania ; 
Physician to at. Joseph's Hospital ; Fellow of the Colleire of Pliysl- 
cians; formerly Assistant PatholoelaC to the Phllodelpbla Hospital, etc. 
Illustrated by Photoeraphs and Wood-Eugravinga. About S35 paKes. 
8yo, Bound in Cloth. 

Price, In United States and Canada, post-paid, ■1,00, net) 
Great Britain, 8*. en. i France, 9 Ir. 3'^. 

KELLER— Perpetual Clinioal Index to Materia Medioa, 
Chemistry, and Pharmacy Charts. 

By A, H. 1 
Cllnlcul Index, 
Cloth; (3>bC 
niiislin, with rollers; (3) a 
33 X 44 Incijee, mounted on i 
PrloH tor the Complete Work, United States, BS.OI 
<dn(y paldjRO.SO, net; Great Britain, SSa. i Fran 



LIEBIG and ROH^- 
and Surgery, 



-Practical Electricity in Medicine 




Ph.D., AsalsUnt In Electricity, Johns Hop. 
lurer on Medical EWtrlclty, College of ?hy- 
BalLlniore; Member of the Amerlcaa Instinite 



;ine I 

lop. J 

l-hy. J 

nit« ■ 



and OmR 



t H. RoQR, H.D., ProfcBior 



r 



] VUltliig Plijik'lsii to Bny View and City Uc>B|>!Ut8; Dlreci 
Oftlie Mftryland Maternltt^i AeaofUte Edlkr ''Annual of the Ual- 
Tprsnl Medical 8ctenPe»,"i'tc. PrqfuBolj lUuslrntcd by Wood-Eoerav- 
liif!B and OriglDsl DU^rnma. and published In one bBodaouia Boytl 
OcMvo voluine of S83 pages, bound lu Extra Clatli. 



Price, lu Vnli 



d suites t 



d CHDHila. pnit-palil, sa.Oi 



The constantly lDcrean!ni;dF!mand fortblsi 



reliability Biid its popularity with thu profoevlou, aud points to the 

'~ ~ 'hat It la alreauy the standard work on thu Tery Important sub- 

The port on Physlval Elettriclty, written by Dr. Lleblg, one of 



tho recofrnlied autlioritleB 
nillj such topics of iDlei 
trie Light, and the Prill. 
In their Rulatlonato M<'< 
Eleetro-TherapeutlcB, ili' 
Electricity la the tiviiii 
flbroida, pelvic qelluliti; 
gyiilUi-urlniiry orgaiiR, cl 



MANTON— Childbed; its Management; Diseases and 
their Treatment. 

Ev Walter P. Manhin, M.D., ViBlting Phjalclan lo ^ho De- 
trolt U'oman'B Hospital; Coiieultiiie GyoBJcologUt to thu Eastern 
Michigan Aayluiu; President of the Detroit GynKcologleal aoclety ; 
Fellow of tho American Society of Obstetricians and OynffltologUts, 
and of the British Gyu«i:Dlogical Society ; Member of Michigan Stale 
Medical Society, etc. Iti one seat ISmo volume. Nu. in Ok Phy- 



MASSEY— Electricity in the Diseases of Women. With 

Special Refemnce to the Ajijilication of Strong 
Currents. 

By O. Betton Masset, M,D., Physician to tho Gynwcologlcal 
Department i)f the Howard Hospital; Lata Electro-Therapeutist to the 
Philadelphia Orthopsdic Hospital and Inflrmary forNervoua Discasra; 
Uemher of the American Neurological Assoclntion. of the Phlladel- 

Sliia Neurological Society, of the Franklin Institute, etc. Second 
:dition. Revised and enlarged. With New and Original Wood- 
Engravlnga. Handsomely bound In Dark.Blue Cloth. 340 pages. 
ISmo. yo. S ill IA> Fhyniciani' and Stndmit' Study- Kef enna Sei-iet. 



Mtmlal Diimrs. 

mMlced Ills tint edition of II 



dlllon maka II man *iilusbl>nlll."~ 

r cue> bdng pnined of all Irrglevuil 
iilcrlnl, ThE book ii in HcecdlnEly 

recisted iftur a canful rsuIlDg,"— 



M EARS— Practical Surgery. 



Medical Bulletin Visiting List, or PhysioEans' Call 

Record. Arranged upon an Original and Coii- 

trnifiU Monthly and Weekly Plan for the DaUtj 

Recording of Pi-ofessional Visits. 

Tills 1b, beyood quesUon, tbe bfst snd most coiiTFiilcnt time- and 

Idbor- envlng phjalciuiB' pocket record-book ever puUlsbed, Pliy- 

elizloiiBOf many years' Blatidliig aud with iuge proi-tltea prunouiitu 

tills Ibe brat Hat tlicy have ever seen. It l» bBodsomely bound In Uut, 

sti'oilg leatber, vrlth flap, lududluc a poi^ket for loose memoranda, etc., 

and iB furnlahed with a Wxon lead-peneil of excellent quality and 

BbIbI]. It Ib compact and convenient lor tarrying In thepockct. 6i;te, 

4 X &;< Inches. In thi^e styles. Send/or IkK\iplive Cirailar. 

dally each niauth for une year, Vnlted aiatfn and C?anada< 
«].»; France, J [r. TO. No. 3, LarRe Size, tor 100 
I for one year, United Statei and 
iCr. aa. No. 3, In which «The 
ItB In" are In all («) rvmuvalilo 
nd Canada. S1.7S ; Fmuoe, 19 



patlentBdallyet 
Canikda, Sl.SOi 
Blank ■ lor Ruci 
•eDtlons, llnltet 



^cial Edition for Great Britain (n'ly, 4"- ed. 



MICHENER— Hand-Book of Eclampsia; or, Nolfs c 
Cfisvs of Puerperal Cotividnio'is. 



aritaln, 4s. ed. | France 




NiSSEN — A Manual of Instruction for Giving Swedish 
Movement and Massage Treatment. 

Bj Psor. Ha-RTtiq Nibsen, Direclor of Ihe Svediib n^nllh In- 
Itltutr, WiudilogUxi. DC. ; UW lustruclor in Physical Calturp BUd 
GyniiiMtica at lie Johns Hopklot Cnlverallj, Baltimore, Md. ; Author 
or '^ HesJth by Eicrcite without ApparnIUi," IlIiuitrBlfd with 29 
Original Wood- EnpvTlng*. Id □nelSmoiDluineof IBHiiitgvs. Neatly 



bound in Cloth. 
Prlrit 



>(1a, poil^Mld, Sl.tMt,Deti 



ics, 6 fr. « 
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Physicians' All-Requisite Time< and Labor- Saving 
Account- Book. Bfin-j a Ledger and Acroiint-Hooi- 
/or I'hjisiciana' Use, Meeting all the Jlequirements 
of the Law and Courts. 

Dml^ed by W11.1.I1IM A. Scibert, M.D., of Easlon, Pa. Tbcie 
la no pxaggenUoii In BUtlng that thb Account- Book and LtMjgpj' re- 
duces the labor of keeping your aciounts more than ODtshaif, uid at 
the iimie tiiiia accuree the greateat degree of acfuracy. 

To >ll phyilclauB desiring a quick, accurtte, and comprehenslFe 
method of keeping tbeir accounts, we can safely siy that nu book as 



•r been derfaed. 



FrkDoa, 90 fr. 30. Mo. X, BtHI Pan*, 

Cr Taar. BUe lO a IS, Baund In 4j-RDUla. Ksli 
Dda,Clo(hBldca.tDVnlt«il8tittBii,aB.oa; Cui 



WO Puei, for 

d ln><i%iuBU. 
: Statu, ms.O0 : 
Britain, 88*.; 



Physicians' Interpreter: In Four Languages (English, 
French, Oerman, and Italian). 
Specially arranged for dla^osls by M. vo-j V. The object of thli 
little work Is to meet a need on«u keenly felt by the busy physician, 
namely, the need of some quick and reliable uielhod of commuiilcat- 
lug iDlelllgibly with pallsuts of those natlaualltlca and languages un- 
familiar to the practitioner. The plau of the book le a syatfmatic 
arraneemenl of questions upon the various hrancbes of Practleal 
Medicine, and each qncBlIon Is so worded that the only answer re- 
quired of the patient Ib merely Tkb or No, The queBtlona are all 
niimberEd, and a complete ludei renders them nlways available for 
quick nifereui'e, Thu book Is written by one who Is well versed in 
EagllHb, French, German, and Italian, being an excellent teacher In 
thoBe languages, and who has also had considerable hospital ex|)erieuce. 
Bound Id full Kussl a Leather, for carrying In the pocket. 6ile, Sx2^ 
Incbes. SOQ pages, 

s. In lln^ted !tUMs Bnd_ Canada, |>oit.pald, I 



LtBrllBln, 6S.I Vraoce 



srr. SO, 






PRICE AND EAGLETON-Three Charts of the Nepvo- 
Vascular System. Part I. — The Nerves, I'ai-t 11. 
— Tlie Arteries. Part III.— The Veins. 

A New edition, RBtlsed *nd Perfcctjsd. Arrangnd hy W. IIenht 
CB, M.D., ami B, Potts E*oi.eton, M.D. Euaorsod bv lendlni; 
Au»r«niUU. "The Nervo-VastuUr SyaUrm of Churts" fHr eict'lB 
cvory other ijstem In tlielr lompleleneai, compoPtuoaa, nnd acciimrT. 
Clearly and beautifully priuted upon extra-durable piii>cr. Eoth chart 
lUeuureB 19 x M laches. 
Prlnei In the Cntted Statai and Canada, pout-paid. 00 centii net. 



PURDY— Diabetes: its Cause, Symptoms, and Treat- 
ment, 

By CiiAS. W. Ptrnnr, M.D. (Queen's Unlrcrelty), Honorary 
Fellow of the Royal Colleve of PhyslclaiiB and SurseonB of Elii|;<tn& j 
Hemberoftbo College of PhyBlolanH and Surseoni of Ontario ; Author 
uf " Blight's DlSDOBo and Allied AlfeetluuB of tbe Kldoeyii ; " Member 
of the Aesoelatlon of American Phyalelanflj Member of the American 
Medical Asaodudon; Humber of the Chicago Academy of BrlenceB, 
eCe., etc, With Clinical lUuet rations. In -one Deal fsinn volume. 
Handsomely bound lu Dark-Blue Cloth. Jo. 8 in the riit/aiciaia' and 
, BtiHittiti' Sfady-S^innix leiiei. 



REMONDINO—Circumcision: its History, Modes of 
Operation, eto. From the Earliegt Timex to the 
PreKent ; with a Hiiitori/ of Euriuchisw, Heririaphro- 
dism, etc., as Observed Among All Races and Nations ; 
also a Description of the Different Operatice Methods 
of Modern iiurgery Practiced upon the Prepuce. 



I^BUoii; Member of the Biate Medical Bocloty of California, 

■■» Bontbern CHliforiiia Medical Society. In Press. NiARLr 

Vo. II In the rht/'lciatti' and iSIudmfa' StatiD-R^ermce Series. 

ROHE — ^Text-Book of Hygiene. A Comprehensive 

Treatise on the Principles and Practice of Pre- 

ventioe Medicine from an American Stind-}x>int, 

By Gboror H. Rorb, M.D., Professor of Obstetrics and Hy^rlene 

A tbe College of Phyalciaiis and 8iirgeou8, Baltimoru; Member of the 

-■--n Public Health Aasoclatlon, etc. 
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Oatalogve of Medical PftUumtiona. 



;r 400 pBg:es, bound 
t-PBld, S2.SI 



tu Extra Cloth. 



Bt i Ore 



EVE17 Sanitarian ehould bare Rohe'a "Teit-Bmk orH;^enB"HB 
m work of raferHiiuB. Of this new («!cohi1) edition, one of the beat 

SualillEil judRes, namely, Albert L. Gihoa, M.D., Medlciil Director of 
■. 8. Navy, in charge of U. 8. Naval Hospital, BrootljD, N. T., sod 
ez-P resident of the American Pabllc Health Assoeiatlon, writea : " II 
' ll the moBt admirable, conelse rinnni of the facta of Hjglene Rith 
I' which I ani acquainted. Professor Rohi'a attractlye atyle makes the 
> book so readable that do better presentation of the Important place of 
f Freveutivi! Medicine, among their studies, can be desired Ibr the 
jDuiiger members, especially, of our pi'DfessIoa." 



SAJOUS— Hay Fever and its Successful Treatment by 
Superficial Organio Alteration of the Nasal Mucous 
Membrane. 



k 



American Laryngologieal Aasoclallon ; Officer of the Academy of 
France and of Public Inatruction of Voncznela; Correapond log Member 
of the Royal Society of Belgium, of the Medical Sociuty of Warsaw 
(Poland}, and of the Society of Hygiene of France; Member of the 
American PhlloBophlcal Society, etc., etc. With 13 Eueraviuga on 
Wood. IQmo. Bound in Cloth. Beveled edges. 



, In CDlted 



itiitea and Canada, »: 
ain, Sb. I Fnuice, 6 tr. SI 



SANNE— Diphtheria, Croup: Tracheotomy and Intuba- 
tion. 

From the French of A. Sanne. Tranalatcd and enlarged by 
Hesbt Z. Gill, M,D., I.L.D. Diphtheria having become auch a 
pi'eviilent, wide-spread, and fatal dUease, no general prattitfoner can 
afford lo be without this nork. It will aid in preventive measures, 
stimulate promptness in the application of and efHclency In treatment, 
and moderate the extravagant views which have beea en terlalned re- 
garding certain speclflca in the disease dlphtlicrls. 

A full Index accompanlea the enlarged volume, also a list of 
authors, making, altogether, a very haudsome Illustbated yolume 
of over CSO pages. 

Price, United States, post-paid, Clotfa. B4,0O, Leatlier. SS.OO. 
Cuniula (dntr puld), Clulh, S4.40i Lentlier 



I. ed. I 

ij Leather, 30 fr. 30. 



Bather, S8*. FruiMb 



F. A. Davis, Philadelphia, Ri, 
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SENN— Principles of Surgery. 

By N. 8bvv, M, D., Ph.D., PrafeaBor of PrlnclplcB of Burgery Bud 
Sureltal Pnthology In Rueli Hedlcal College, ClilrH^, 111.; ProrcBsnr 
of Surgery In tlio CMetgo Polyclinic; Attendliia; Surgtign to tUei Mil- 
«Btik(!e H(ie|)1tKl ; ConaaltlciK Burjreon to the Milwaukee Couuty Uni- 
pital aud to tliH Milwaukee County Iiieane Aaylum. 

In one hsudauirie Ruya] Ottavo volume, with ]ne tine Wond.En- 
gmiage and 034 paf>:ea. 



Sheep 



Thla work, by one of America 
iTOXPLETK; llselparneaa and bi-tv 
tpleuouB riierlU, The autbor'a Ion, 
In every direction In tlila Imiioitui 
truBtworthlnesB, that every brantli 
Uvelyand In BUch a manner bh to bring tl 



actt, Clutti, at It. tO\ 

est Burgeons, la tlioiiiughly 
atenient aiD among !m con- 
indcoQBtlpntloiiBreBciirrlics 
ire a guiirBUteo Of iiiiiiniial 
fubject Is trsBlsd luiUiiirtto- 
1 greatest ({nin in knowledge 

to the FraetlUonerand Student. PliysiclanB and Surgeons alike Bhould 

not deprive themselvea of thin very Important work. 

A critical txamination of 0\e M'ond- Eni/raHnr/n (^109 in numlif'r) will 

rtotal the fact thai ttiey aii Ihorouj/hl;/ acetirate arul pi'odwul by the Ixii 

arliitlc aSitUg. 
Slephen Smith, M.D., Frofeuor oS 

Clinical Burgery in Medical Depiirtmcnt 

nTUnlvanlty of Ihe CHy of New Vaiic, 

wiilei: "I have euunlned lh« work 

wll)icroi[ uulafiiciian.IadrcxBrdft u 

a toon valuable addiiioa to Amorlun 

Surgicil ■ _. . . 



need of I 






,Zfe.Ttrh 



loihlng flirt 



laM until 






No phyiilcliui, In any line o[ practice, 
can IillDrd lo be wlthotit Seiin'ii ■ PrJn- 



ll'S'^i. 



SHOEMAKER—Heredity, Health, and Personal Beauty. 

Inclvding ihe Selection of the Rent Conmelics for 

the iSX'in, Hair, Aaiis, and All Paris Relating to the 

Body. 

By John V. Shobmakbr, A.M., M.D., Profesaor of Materia 

MedlfB. Pharmacol OBV, Therapeutiea, and Clltileal M.'diflne, and 

Clinical Professor of DIseaBea of the Bkln In the Miulico-Chiriirgical 

CoUegi' of Phlladeliihia; Pbyslcian to the MvdiDd-Chli-urgleal Hoa- 

pltal, etc., etc, Thii it j-iit the bonk In place on the naUiiig-room tabic 

<tf fiery phyiiclaH, ami a mark that v>ill pravi m^ in (lit handi of ymr 




( Oatalogae of Medical PvblictMonB. 

The liealth of Che sbin and balr, and how to promote them, are 

aiscuBScd ; the treatmeut of the iialla ; the auhJiicU of veiitllnHoil, 

I fbod, cloChtRK, wftrmth, bathing; the clrculatiuu uF Lbe blood, dlgi-s- 

Uon, TentllatloD • In Tact, all that In daily lire ronducn to the well- 

[ bvlagfof Iha bod; and rpSaemcDt Ib duly enlarevd upon. To thi'Be 

' Korcs of popular information 1b added » Hat of the best mffllicated 

toapE and tollpt eoups, and a whole chapter of the work Is devoted to 

ttousehotd renipdlva. 

The work Is larnely Bu^geatlve, and gives wise aai timely advleo 
M to When a phyeUlon abouid be coDBUltcd. 

Complete In one bandsouie Boyal Oiilavn volume of 435 paees, 

beautifully and clearly pHntcd, and bound In Extra Cloth, Beveled 

Edges, with side and back gilt stamps and Holf-Moroccxi Gilt Top. 

Prlco, in TInlteil Ststes, poit-polil. Olqth, aa.SO; H&lf- 

MoracGO, S3J10 net. Canada (duty pKld), Cloth, B9.?Si 

Half-Morocco, aS.SO, not. Groat Britain, Cloth, 14a.; 

Hair-Moroccn, IBs. ed. France-, Cloth, in tr.; Half- 

SH EM AKER— Materia Medica and Therapeutics. Wieh 

Jiifpevial iie/erenve to the Clinival Applivalion of 

Drugs. 

Beia^ the second and last volume oF a treatiae on Materia Medien, 

, Fhni'tnacology, and TheraiKUtlue, nnd an iudependi^Dt volume upon 

drugs. 
( By John V. Shobmiebr, A.M., M.D., Professor of Materia 

I Hedit-fl, Pharmacolo^, Tberapeutlce, and Clinical Medlcioe, and 
Clinical Professor of Diseases of the Skin in the Medico Cblruicical 
Ooiloge of Philadelphia ; Physician (o the Medico-Chirargical Uoo- 
plUl.e- -- 

Th 
Mpdicfl, . . . 

the consldemtioD of drugs, each remedy bciug studied fmrn three 
points of view, vIe. : the Preparations, or Materia Medica; the 
Fhyslolog'y and ToxicoloKy, or Fharinaeolo^ ; and, lastly , its Therapy, 
Dr. Shoemaker baa finalTy brought the wark to completion, and now 
this second volume Is ready for delivery. It is thoroughly abreast of 
the progi'csa of Therapeutic Science, and Is really an IniUBpensable 
book to every student and practitioner of medicine. Royal Octavo, 
about HT5 pages. Thoroughly and carefully indexed. 

Price, Id United BtaCes, post-paid. Cloth. S3.BOi Sheep, H.SO, 
net. Canada (duty i>ald). Cloth, S4.l)0; Sheep, SS.OO, 
net. Orest Britain, Cloth, aOs.; Sheep, SOs. rrmnoe, 
Clotli, a« (t. 40 ; Sheep, S8 tt. BO. 

t Is devoted M Pharmacy , General 
, and remedial aEents nut properly 
'o, 3.^3 pages. Price of Volume I, 
post'paid, in United States, Cloth, 13.50, net; Sheep, 13.35, net. 
Canada, duty paid, Cloth, »3.T5, net : Blieep, (3.60, net. Great BrlUiu, 
Cloth, I4a., Sheep, 18a. France, Cloth, 10 fr. 90 ; Sheep, :iO fr. aa 
Tlu coluniei are taiii aparalel]/. 



SHOEMAKER— Ointments and Oleates, Especially in 
Diseases of the Skin. 

By John V. Bkoemaker, A.M., M.D., Froleuor of Materia 
Mrdltu, P)iB.rmiLi^ology, TherajieulfcB, and CJInlcal Miillulne, and 
Cllulol ProreBsor of DtseoiteB of tlie Skin In the Medico- Clifrurglcal 
CuUeee of Phlladelpbiii, etc., ct^;. Sgcokd Edition, revised aud eo- 
lu'^d. S9S|iagee. IZmo. Neatly bound In Dark-Blue Clotb. m.S 
iu tke Plij/nciatit' and SludeiUi' Keady-Rfjcriiut tierki. 

Price. In United State! But! Cansdo, poit-paid. Sl.SO, net; 

The autbor eonclBel; conclude! bli prefkce aa ftdlgws: "ThB 

reader may thus obtalg a, coaepectaB of the whole subject Of tnunctlou 
aa It eilsts t<Mlay iu the dvllized world. lu all cusea tlie niode of 
preparation Is glreo, and the LherapeuUcal application described 
letiatim, lu so far aa may be doDO wltlioub ueudleBB repetition," 






Ta ihs phytic 



e> by way df lb« ikin lh« book 
^e valuable, DwJng to Ihe rauay 
4lani End fonnuTiB which dot 



SMITH — The Physiology of the Domestic Animals, A 

Text-Book for Veterinary and Medival Students 
and Practitionem. 
By Robert Mbace Suith, A.H.,M.D., FrofeBBorof Comparative 
Pliyslologj in Uulveralty of Pennsylvania; Fellow of the College of 
Phyaklans anil Academy of the Natural ScleoceB, Philadelphia; of the 
American Phyaiologlcal Society; of the American Society of Natural- 
ists; AbbocI^ Etranger da la Soc<£tfi FranfalBcd'Hyg1^nc,etc. In one 
handsome Royal Octavo volume of over 950 pages. Profusely IIIub- 
trated with more than 4U1) Qne Wood- En gray inga and many Colored 
PlatcB. 

; Sheep, M.OO, net. 



30 tr. 30 ; Sheep, 36 fr. 20. 
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ThU new i 
the EuRllBh 1 „ „ 
domcBtic anlniala Ib treaU-d lu 
promlneoeo being given to the subject Ol 



oQguage 



it work la the moat thoroughly complete lu 
In It the physiology of the 
mprehenslve manner, eflpeelal 

, „ „ . , if foods and fodders, and the 

character of the diet for the herhlvora under diflerent conditions, with 
a IHill consideration of their digestive peculiarities. Without being 
overburdened with details, It forma a complete text-book of physiology , 
adapted to the use of studenU and prnutiUoneraof both veterinary ana 
buDiHD medicine. Tlila work has already been adopted aa the Text- 
Book on Physiolngj In the Veterinary Colleges of the United States, 
Qreat Britain, and Cauada. 
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SOZINSKEY— Medical Symbolism. Hiaiorical Studies 
til Ihe Arte of Ueahug and Hygiene. 
By Tbquib 8. SoziHeBET. M.D., Ph.D., Author or "Tlift 
Cultiin: of Bcaiitf," "The Care and Culture of Children," eU. 
ISinu. NrBrlv'JUO|>iun«. Neatly bound Id Dark.Blue Cloth. Appro- 
Iirlatcly llliiBtral«<l sfUi upward of thirty (ilfl) new Wood-EugravlugB. 
l/o. 9 ftLtIa FltyMaiu' and St\Uk<iti' Htady-Rtfertnee Serif . 

Priiw, Id Udited Slate* and Canada, poat-pHld, Bt.OO, net; 
Great Britain, S*.; Pranos, e tr. SO. 

STEWART—ObBfetrio Synopsis. 

By John S. Stewaut, M.D., Demon etrator of ObBl«trict and 
Chief AmlBlant In tht GynKuologlKiil Clinlu of the Medic:o.ChinirgicaJ 
College of PbllndelphU: with an tatrodactory note by William a. 
SrewART, A.M., H,D., ProfcBsor of OlMil<>tiita and Gynecology In the 
Meilleo-Chirurglcal Ccillege of Pliilmliilplila. 48 Illustrations. 902 
page*. ISmo. Handaoinely bound In Duk-Blue Cloth. So. 1 In tli4 
rhyaiciant' and Sladoili' Rtody-Urftratei Sertei. 

Frioe, In United StntEH aud CuiiBda. post-paid. Sl.OO net: 



ULTZMANN— The Neurosea of the Genito-Urinary Sys- 
tem in the Male. Wilk tSterilily and Impoteiive. 

,. Ultkuavn, Professor of Gen Ito-UH nary Dlacases In 



GrttnPiit, Boston DlspenEury, Illustrated. ISino. Handsomely bound 
Darit.BluB Cloth. M. 4 (n Ihe Fhytieiani' and Sluilcnt,' Jteadg- 
Sifennct Sei-in. 

Frloa. In United Slatei and Oaoada. poat-pald, Sl.OO, net; 

Great Britain, Os.i FrancQ, 6 ft-, ao. 
STNorais OP CoNTENTa,— Fli-et Farl--I. ChemlcaJ Change! In 
tliB Urtne In Cnscs of Neuroses. II. Neuroses of the Urinary and of 
theSeiualOr^BiiB.elasBillfdas: (1) Sensory Neuroses; (2) Motor Neu- 
roses 1 (it) Seeretory Neurosvs. Beeond Part — SlerlUty and Inipoleace. 
Ttiu trcutmeiil lu all tasrt la descrltjcd elearly aud minutely. 

WHEELER— Abstracts of Pharmacology. 

By H. A, Wbkeler, M.D. (Regtsl^i'cd PharinsdBt, No. 3468, 
Inwa). Prepared for the use of Pliyalelans and PlmrmuelBWi and 
eapeelally for the use of Students or Medlelne and Pbarmacy, who 
are prepurlng for Exanilnalion In Collugrs and before State Boards of 
Enandners. 

Tlib book docs nut eotitalii questions and answers, but solid pasiee 
of abstract liifonuallou. It will be un almost liidlspen sable compankiD 
to tbepractlelug Fliurmaclst and a very useful reference-book to the 



Fhyslc'lan. It contalun a. brief but thorough explaaiktlon of all terias 
Biuii provesBea uecii In prni'tkal phnrmuoy, nn abatr&cC of sU that U 
eeioutial lo be kLowii or each officlDal drug, its prepanitlotiB and 
tberapeutlc action, with doaea ; In Clicuiigtry and Butany, much Lli«t 
U useflil to the Phyaiclau and FharmaclBt; a general working roraiula 
for eiLch cIhbb and an abatract formula far eacb officinal preparation, 
and many of the more popular unofflclnal ones, together with their 
doses; also man; Bymbollc formnlaa ; a list of abbretlatlona used in 
prescription writlue; rules governing Incompatibilities: a list of 
SalvenU; testa fortbe more commondrugs; tbe habitat aod best time 
for gathering plunta to gei'Uro their medical projicrtleB. 

The book voutaiug lljU pages, S^j x H inches, closely printed and 
on the beet paper, nirely anil durably tmund, contaliilng a grnatflr 
amount of Information on the above topics than any other work for the 



WITHERSTINE— International Pocket Medical Formu- 
1317. Aii-avged TkefapeiitiLallij. 
By C, ScMKBR WrTHEKBTlHE, M.S., M.D., ABB(iclat« Editor of the 
"AnnualoftheUniversal Medical Sciences ;" Vlaltlnc PhyBieianof the 
Home for the Aged. Qeroiantowu, Philadelphia ; late Houae-Surgeon to 
Charity Hospital, I4e<r York. Including more than 1800 formuln from 
several hundred well-known anthorklee. With an A piiendlx containing 
a PoBologfcal Table, the newer remedies Included; Important Incom- 

fatlbles; Tables on Dentition and the Pulee; Table of Drops in a 
Inidraehmand Doees of Laudanum ^oduated forage; Formulie and 
DosesoF Hypodermatic Medication, Inehidlngthe newer remediea; Uses 
of the Hypodermatic Syringe; Formulte and Doses for Inhalations, Nasal 
DODcbei, Oarglcs,aDd Eye-washes; Form iil8> for Supposllories; Useof 
tbeThermomeMrln Disease: Poisons, Antidotes, and Treatmeut; Direc- 
tions for Post-Mortem and Medico-Legal Examinations; Treatment of 
ABi)hyxla, Sun-Htroke, etc.; Anti-emetic Bi^medlcs and DlBlnfeclaiits; 
Obstetrical Table; Directions for Ligation of Arttries; Urinary Analy- 
sis; Table of Eruptive Fevera; Motor PolnW for Electrical Treatment, 
etc. This work, the best and moat complete of Its kind, contains about 
27S printed pagea, bealdca extra blank leaves. Elegantly printed, with 
red lines, edges, and l>ordera; with illustrations. Bound In leather, 
■with Side- Flap. 



YOUNG— Synopsis of Human Anatomy. Being a Com- 
plete Compend of Anatomy, including the Anatomy 
of the Viscera, and Numerous Tables. 
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ttttonillDg OrthopBpdic Surpeon, Out-Palient Depariment, UnJvcTsItj 

HoiplW!,elr. lUuetretPd wlbh 76 Wood-ErgraTiiigs. SHOp^ea. 12mo. 
'"». 8 in lilt raj*(rion"' and S/Hdenti' Beady-Riftma Seria, 

>, In Cntted StBtps snd CKiisda. poiI-pKld, »1^Q. net; 



While the author lias prepared thts work eepeclallj Tor aludcnts, 
■nfndent descriptive mnlter liaa been added lo render It extremely 
raluiblo to tlie buoy prattliioner, puiicularlj the aectlona on the 
Viscera, Special Senses, and Sargical Anatsmj'. 

The work Indndps a complew account of Osieolo^, ArHeulatioo* 
and LiffamentA, MuBcles, Fascias, Vascular an^ Nprvoui SyBtems, 
Alimentarj, Vocal, and Respiratory and Gcnlto-Drinary Apparatus, 
the Organs of Special Sensi^, and SurglcAl Anatouij. 

In addition to a most carefully and accurately prepared text, 
wherever possible, the value of the work bas been enhanced by tables 
to facilitate and minimise tbe labor of atudenlg inncqairiiigathorou^h 
knowledge of this important subject. The section on the teeth lias 
also been especially prepai'ed to meet the requlremenla of atadents 
of dentistry. 
^^■^ In Ita preparatloii, Gray's "Anatomy" QmI edition), edited by 
^^^^^^een, being the anatomical work most used, has been taken as tlie 
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The following Publications sold only by Subscription, 

or Sent Direct on Receipt of Price, Shipping 

Expenses Prepaid. 

Annual of the Universal Medical Sciences. A Tearli/ 

Report of the Process of the General Sanitary 
Sciences TJiroiighoiit the World. 

Edited by ChablehE, Sajous, M,D., formerly Lecturer on Laryn- 
gology and Rhinologj in Jefferson Medical College, Philadelphia, etc., 
and Seventy Associate Editors, aasislfd by over Two hundred Corre- 
sponding Editors and Collaborators. In Five Royal Octavo Volumesof 
about 500 pages each, boimd In Cloth and Eatf-Rusiia, Msmilllceiitly 
Illustrated with Chromo-Llthographs, Engntvini^s. Maps, Charts, and 
' Diagrams. Being intended to enable any physician to possess, at a 
moderate cost, a complete Contemporary History of Universal Medi- 
cine, edited by many of America's ablest teachers, and superior in 
every detail of print, paper, binding, etc., a bellttlng continuation of 
such great works as '' Pep'per's System of Medicine," " Ashhurst's lo- 
lematlonal EncyclopBdla of Surgery," "Buck's RBference Hand- 
Book of the Medical Bclcncea." 



F. A. Davis, PMlad^phia, Ri. 



SimSCRirTION rRlCB P 



lO.Od. CBiwila (iliity paid). C 



IndlnKtheoSATEL- 



TsB Satbllitb oI tlie " Annual of t1ie UnlTeraal Medlrsl 
Sclencvs." A Monthly Review of Llie most ImporUnt srtlclea upon 
Ibe practical branrhes of H*dlplti8 ■ppcarlng In ttie medical pt'eaa at 
large, edited by the Chief Eitltor of the Anwdal and an able sUff. 
Publlahcd in connection with the AsNUAU, otidfor 11a Bubacribera Only. 

Lectures on NepvouB Diseases. From the Stand-point of 
Cerebral and Spinal Localization, and the Later 
Methods Employed in the Diagnosis and Treatment 
of these Affections. 
By Akbbobb L. Rannet, A.M., M.D., Profeenorof the Analoni; 
■nd Pbyelologyof thuNervoua Systi'm in Uie New York PoBUGradual^ 
Medlual School aod Hoaplcul ; Professor of Hervoua anil MBUlal 
DtwaaeB In the Medical Dcpnrtmptit of the University of Vcnnont.ek,; 
Author of " The Applied Aiial.omy of the Nervous Syatenn," ■' Prac- 
tical Medical Anatomy," etc., pIc. ProfuBoly IllUBtratcd wlthOriglnftl 
DUgrama and gketclics in Color lly the author, corofiiUy aeleeted 
P iWood-EngraylneB, and Reproduced Photographs of Tyijlcal Cases, 
le handsome Rojai Octavo volume of 781) pugea. 



rr. 70 1 Sheep, 41) fr. 40 i llair-RaiiHia, 43 fr. 30. 

[Lectures on the Diseases of the Nose and Throat. De- 
livered at the Jeffei'son Medical College, Philadel- 
phia. 

Bj Cbableb E. SiJOCB, M.D., formerly Lecturer On Rhinology 
_ nd Lai7Qgolo(cy In Jefl'erBoti Medical College ; Vice-President of the 
American Laryngologlcal Association ; Offlcer of the Academy of 
Franco and of Public In atruc Hon of Venezuela ; Corresponding Mem- 
ber of the Royal Society of Belgium, of the Medical Society of Wnr- 
nw (Poland), and of the Sodety of Hygiene of France; Member of 
0>t American Philosophical Society, etc., etc. Illnatrated with 100 
Chromo-Llthograpbs, from Oil-Palndngs by the author, and tKI Ea- 
gnirlngs on Wood. One haudeome Royal Octavo Tolumc. 

Prlne, In United Sta tea. Cloth, Roral Ootavn, Sl.OOi HaK- 
KUHla, Rofal Octavo, VS.OO. Canada (dnty paid), Cloth, 
•4.40; Halt-RusBla.Sa.SO, QreatBiilalD, Clotb.aits. Bd. ; 
Sheep or Hair-Kuosia, aSa. Fnuoe. Cloth, S4 fr. Wi 
Ualt-Kuaala, 30 Ir. 30. 
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Stanton's Praotioal and Soientiflo Physiognomy ; or How 
to Read Faces. 

By Mabt Olmbted STiUTOs. Coploualj Illustraled. Two large 

The autlior, MXH. Mart O, Stamton, Iju given over twenty ycsn 
to l.lie preparation of tLla work. Her style is ea»j, and, bj her hippy 
method of lllUBtration of every point, the book readi like t, novel and 
memorl/ia itself. To phjslclaiu the diagnostic Information winveyed 
Is invaluable. To tho general reader cnch pnge opens a new tralu of 
Ideal, (Tlila book has no reference wbntever id Phrenology.) 

Prlne, In IlnlUd SlaMa, Cloth. SO. OOi Sheep, «1 1.00; Hkir- 
Kuaitlii, BIS.OO. Canaila (Huty paid), Cloth, aiO.OO; 
Hheen, Sia.lO; nHlt-IlDKlB, S14.30. Or«M DrltAln. 
Cloth, nsa.) Bheep, 088.; Hair-Rnuta. 80b. Fntnae, 
Cloth, 30 tr. 30 ; Slieep, 36 fr. 40 1 Half-Kuula, 43 fr. 30. 
Sold only by Subecvlptlon, or sent direct on receipt of price, sbip- 
plng CTpeneea iirejiald. 

Journal of Lai7ngol6gy and Rhinology. 

Issued on the Flrtit ciS F.ncb Montb. Edited by Dit. Morris 
WotrnNDEN, of I^ndon, and Dr. John Macintyre, of Olnagow, with 
the active aid and co-nperalton of Das. Dcndab Grant, Bakclat J, 
Baron, Hunter MACSKMiE,aiid Btti Mohell Mackbnsih. BcsldeB 
those epoclallsts In Europe and America who have ao ably aselstod In 
the collaborBtlon of the Jotimal, a number of new correspoudeuts 
have nndcrtakon to assist the Edltora In keeplns the Journal up to 
date, and furnishlnB It with malters of Inlereat. Amongst th»e Kn> : 
Drp. SA.iors, of FhlladclphlB ; Mibdi.bmasb Hunt, of Liverpool; 
Mellow, of Rio Janeiro; Sedeiak, of Warsaw ; Oraibfl'l, of St. 
Petcralmrg, etc. Dr3. MicniiiL, Joal, Holohr Mtqind, Prof. 
Mabbei, and Dr. Valerius Idelson will still collaborate the literature 
of Uielr respective countries. 

Price, I3s. or •3.00 per KnnDm (Inglnslve of Postase). 
Far slngile copies, however, a charKe ttt Is. 3d. (30 
Ceala) will be made. Sample Copy, fs Oenla. 

The Medical Bulletin. 

Edited by JoaN V. Shoemaker, A.M., M.D* Monthly; tl.OOa 
year. Brigbt, Original, and Readable, Articles by the l>est practical 
writers procurable. Gv(^ry article us brief ai Is coiiBlaleut with the 
preservalioa of its scientific value. Therapeutic notes by the leaders 
of the medical profession thraughout the world. These and many 
other unique features help to keep The Medical Bulletin in lu 
present nwltlon as the leading low-priced Medical Monthly of tlit 
world. Subscribe nowl 
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